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DEPARTMENT OF DEFENSE AUTHORIZATION 
FOR APPROPRIATIONS FOR FISCAL YEAR 
2013 AND THE FUTURE YEARS DEFENSE 
PROGRAM 


WEDNESDAY, MARCH 28, 2012 

U.S. Senate, 

Subcommittee on Personnel, 
Committee on Armed Services, 

Washington, DC. 

ACTIVE, GUARD, RESERVE, AND CIVILIAN PERSONNEL 

PROGRAMS 

The subcommittee met, pursuant to notice, at 2:03 p.m. in room 
SR-232A, Russell Senate Office Building, Senator Jim Webb (chair- 
man of the subcommittee) presiding. 

Committee members present: Senators Webb, Begich, 
Blumenthal, Brown, Ayotte, and Graham. 

Majority staff members present: Jonathan D. Clark, counsel; 
Gabriella E. Fahrer, counsel; and Gerald J. Feeling, counsel. 

Minority staff members present: Diana G. Tabler, professional 
staff member; and Richard F. Walsh, minority counsel. 

Staff assistant present: Jennifer R. Knowles. 

Committee members’ assistants present: Gordon Peterson, assist- 
ant to Senator Webb; Lindsay Kavanaugh, assistant to Senator 
Begich; Ethan Saxon, assistant to Senator Blumenthal; Charles 
Prosch, assistant to Senator Brown; Brad Bowman, assistant to 
Senator Ayotte; and Sergio Sarkany, assistant to Senator Graham. 

OPENING STATEMENT OF SENATOR JIM WEBB, CHAIRMAN 

Senator Webb. Good afternoon. 

The subcommittee meets today to receive testimony from the De- 
partment of Defense (DOD) on military and civilian personnel pro- 
grams contained in the administration’s Defense Authorization Re- 
quest for Fiscal Year 2013 and the Future Years Defense Program 
(FYDP). 

I am pleased to have Senator Graham by my side again this year 
as the subcommittee’s ranking member. 

With us today are senior DOD leaders with whom we will discuss 
not only DOD personnel policy issues but specific budget items in 
furtherance of our subcommittee’s oversight responsibilities, which 
I take very seriously. Our witnesses are: the Honorable Jo Ann 
Rooney, Acting Under Secretary of Defense for Personnel and 
Readiness; the Honorable Robert F. Hale, Under Secretary of De- 

( 1 ) 
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fense, Comptroller, and Chief Financial Officer (CFO) for DOD; Mr. 
David L. McGinnis, Acting Assistant Secretary of Defense for Re- 
serve Affairs; and the Honorable Jonathan Woodson, Assistant Sec- 
retary of Defense for Health Affairs and Director of TRICARE 
Management Activity. 

Virtually every leader in DOD who testifies before the Senate 
Armed Services Committee addresses the importance of their per- 
sonnel. In just the past few weeks, for example, we heard: “as we 
move forward, the Department is committed to our most important 
asset, our sailors, marines, civilians, and their families.” “The indi- 
vidual marine is our greatest asset.” “The hallmark of our success 
as an Air Force has always been and will always be our people.” 
“The strength of our Army is our soldiers.” 

We agree. Taking care of our military and civilian personnel and 
their families is the priority for this subcommittee. There are a 
number of military and civilian personnel policy issues on our 
radar this year. They include the administration’s proposal to re- 
duce military end strength by more than 120,000 personnel by the 
end of fiscal year 2017. Past experience tells us this cannot be ac- 
complished through attrition alone. Many servicemembers who 
have served multiple combat tours will be asked to leave the mili- 
tary even though they want to remain in the ranks. This sub- 
committee will seek to provide the Services with the force manage- 
ment tools necessary to reduce end strength in a responsible man- 
ner while keeping faith with those who have sacrificed so much. 
We also want to ensure that the Services have robust transition 
programs to assist servicemembers and their families as they leave 
the Active Duty military. 

DOD has just released a proposed policy change that will open 
more than 14,000 positions to women at the conclusion of the con- 
gressionally required notification period in a few months. We are 
encouraged that the Services are continuing to explore the possi- 
bility of opening additional specialties and positions to women. 

This subcommittee will continue to monitor the implementation 
of the Secretary of Defense’s decision to eliminate, reduce, or reallo- 
cate 140 general and flag officer positions and 150 Senior Executive 
Service positions. 

The subcommittee remains concerned about the number of 
servicemember suicides and will continue to monitor Service sui- 
cide prevention policies and programs. 

Sexual assault prevention and response remains a priority for 
this subcommittee. Last year we enacted a number of legislative 
provisions to assist victims of sexual assault. Secretary Panetta has 
announced that he will have additional proposals this year, some 
of which will require legislation. We stand ready to work with him 
on this important issue. 

Our National Guard and Reserves are an integral part of the 
military forces. As an operational reserve, the Reserve component 
is an economical force multiplier, providing flexibility and access to 
valuable capabilities resident in the National Guard and Reserves. 
This subcommittee will continue its effort to ensure that there is 
adequate legislative authority for optimal use of the operational re- 
serve. 
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The total force includes military personnel, DOD civilian employ- 
ees, and contractor personnel. This subcommittee will continue to 
press the Services to include civilians and contract personnel when 
addressing total force requirements. 

The subcommittee remains committed to the care and treatment 
of our wounded warriors and their families. We believe that the In- 
tegrated Disability Evaluation System is an improvement over the 
legacy disability evaluation system, but it is still too bureaucratic 
and timeconsuming. 

The subcommittee faces a very clear challenge this year as we 
address the need to control the increasing costs of personnel pro- 
grams. As the Chief of Staff of the Air Force stated during a recent 
hearing, “among all the other challenges facing us, the reality of 
fewer members of the Armed Forces costing increasingly more to 
recruit, train, and retain for promising careers is, ‘in his view,’ the 
monumental defense issue of our time.” 

The total personnel-related base budget in DOD’s fiscal year 
2013 request, including the costs of providing health care to 
servicemembers, their families, and retirees, amounts to $168 bil- 
lion, or about 32 percent of the overall DOD base budget. However, 
while we must achieve savings in our defense programs, we must 
do this in a way that does not unfairly impact military benefits for 
a force that is serving and has served so well during more than 10 
years of combat operations. 

Our task is even more difficult this year because of the funding 
limitations imposed by the Budget Control Act (BCA) passed by 
Congress last year. To comply with this act, the administration has 
proposed several major actions to reduce military personnel costs, 
including end stren^h reductions of more than 120,000 military 
personnel, limiting pay raises beginning 2015, establishing a base 
realignment and closure (BRAC)-like commission to conduct a com- 
prehensive review of military retirement, and increasing health 
care fees for military retirees. Each of these proposals warrants 
careful consideration. 

There is no greater responsibility for Congress and military lead- 
ers than to care and provide for our servicemembers and their fam- 
ilies. Our military — Active, Guard, and Reserve — is still engaged in 
the longest sustained period of major conflict in our Nation’s his- 
tory. We look forward to learning more about the programs and 
priorities DOD has emphasized to make certain that despite to- 
day’s fiscal challenges, our servicemembers, civilian personnel, re- 
tirees, and their families will continue to receive the support and 
benefits they have earned commensurate with their service. 

I look forward to all of your testimony today on all of these 
issues, and as always, I encourage you to express your views can- 
didly and to tell us what, in your view, is working and to raise any 
concerns and issues you may want to bring to the subcommittee’s 
attention. Please let us know how we can best assist our service- 
members and their families to ensure that our military remains 
steadfast and strong. 

Senator Graham. 



4 


STATEMENT OF SENATOR LINDSEY GRAHAM 

Senator Graham. Thank you, Mr. Chairman. It has heen a pleas- 
ure working with you. 

We have our work cut out for us. The BCA is going to require 
some $400-plus billion in defense spending reductions over the next 
decade. Sequestration — I hope in a bipartisan fashion — we can stop 
that. That would be devastating according to Secretary Panetta to 
do $600 billion on top of the $400-plus billion. To get there, you are 
going to have to put everything on the table like reducing the num- 
bers of people we have in the military, looking at benefits anew. 
But as the chairman just mentioned, the number one priority of the 
Federal Government from my point of view is to defend the Nation, 
and you can only do that with people who are willing to serve, and 
taking care of those who have served is the best way to recruit peo- 
ple in the future. 

The chairman has a unique background in terms of his experi- 
ence in the government and being a marine. So as we try to find 
out solutions to hard problems, we will work together the best we 
can. I look forward to hearing from each of you. 

Senator Webb. Thank you. Senator Graham. As always, it has 
been a pleasure working with you on this subcommittee and on 
other issues as well. 

We have received statements for the record from a number of dif- 
ferent military and veterans organizations. Rather than list them 
all — I may be missing some here — all of those that will have been 
submitted by close of business today will be included at the end of 
this record, if there is no objection from anyone on this sub- 
committee. 

Senator Webb. We will now hear opening statements from our 
witnesses. Their complete prepared statements will be included in 
the record. I am going to make a point here because I really got 
into trouble on a recent hearing — we are going to have 7-minute 
rounds for questions from the subcommittee once the testimony is 
over. Those of you here will recall that when we had a panel full 
of lawyers and a subcommittee full of lawyers, the conversations 
went on for about 2 hours. So we will do it 7 minutes at a turn 
here. I think everybody on this end of the table is an attorney. 

Welcome, Dr. Rooney, why do you not begin? 

STATEMENT OF HON. JO ANN ROONEY, ACTING UNDER 
SECRETARY OF DEFENSE FOR PERSONNEL AND READINESS 

Dr. Rooney. Thank you. Chairman Webb, Senator Graham, and 
distinguished members of the subcommittee, I appreciate the op- 
portunity to appear before you to discuss the personnel and readi- 
ness programs in support of the President’s budget request for fis- 
cal year 2013. 

Thank you for your support of our Active and Reserve military 
members, their families, and our government civilians who have 
done everything we ask of them and more. 

As you have heard from Secretary Panetta, the fiscal year 2013 
budget request was the product of an intensive review of our de- 
fense strategy necessitated by the critical turning point of our 
country after a decade of war and substantial growth in our budg- 
ets. 
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Today, I will describe how we can sustain the All-Volunteer 
Force for generations to come, a force that has a proven record of 
unprecedented success in operations around the world. Accom- 
plishing this will require DOD to make hard choices regarding 
competing priorities for limited funding. This budget plan is predi- 
cated on the assumption that the Services are appropriately 
trained, resourced, and flexible enough to rapidly adapt to emerg- 
ing threats. Resourcing the reset of the force while maintaining 
readiness will undoubtedly be one of the most challenging issues of 
our time. 

As the Acting Under Secretary of Defense for Personnel and 
Readiness, my priorities focus on total force readiness, improving 
the military health system, and total force support. 

After 10 years of intensive operations, our forces are among the 
most capable in our Nation’s history. Our Active and Reserve 
servicemembers and defense civilians are well-prepared to execute 
current operations and respond to emergent needs. They are expe- 
rienced and proficient in a wide range of real-world operations, in- 
cluding those that were not traditionally within DOD’s scope of re- 
sponsibility. As we end today’s wars and adjust to new and chang- 
ing missions, we find ourselves naturally transitioning back toward 
a broader range of security missions. 

Although this transition is occurring in the midst of unavoidable 
fiscal pressure, we have committed to maintaining a ready, capable 
All-Volunteer Force. 

The performance of our military medical system at a time of war 
continues to set new standards. DOD strives to provide the best 
health care in the world to our servicemembers, but the current 
cost growth of the military health system is unsustainable. DOD is 
pursuing a balanced, four-pronged approach for improving the 
health of our population and the fiscal stability of the health care 
system to ensure we can continue to provide this benefit in the fu- 
ture. Our four approaches include: moving from a system of health 
care to one of health; continuing to improve our internal effi- 
ciencies; implementing provider payment reform; and rebalancing 
cost sharing. 

Another key component of overall health and readiness of the 
force is support to the families of our servicemembers. One of the 
four overarching principles of the defense strategy guidance is to 
preserve the quality of the All-Volunteer Force and not break faith 
with our men and women in uniform or their families. Despite dif- 
ficult economic circumstances requiring budget reductions across 
all levels of the Federal Government, DOD remains committed to 
providing servicemembers and military families with support pro- 
grams and resources, empowering them to address the unique chal- 
lenges of military life. 

Ensuring the needs of military families and servicemembers are 
met contributes to the overall well-being of the total force. This in- 
cludes access to mental health care, providing for the educational 
needs of servicemembers’ children, support of morale, welfare, and 
recreation programs, and maintaining benefits at defense com- 
missaries. 

Secretary Panetta has directed that family programs continue to 
be a priority for DOD and it remains my priority as well. 
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Putting together this year’s budget request in a balanced pack- 
age was a difficult undertaking and took the combined effort of our 
senior military and civilian leadership. Throughout that process, I 
believe we have developed the right mix of programs and policies 
in place to shape the force we need. Yes, we will reduce the rate 
of growth of manpower costs, including reductions in the growth of 
compensation and health care costs. But as we take these steps, we 
will do so in a way that we continue to keep faith with those who 
serve. 

During the past decade, the men and women who comprise the 
All-Volunteer Force have demonstrated versatility, adaptability, 
and commitment, enduring constant stress and strain of fighting 
two overlapping conflicts. They have also endured prolonged and 
repeated deployments. 47,775 have been wounded, and 6,376 mem- 
bers of our Armed Forces have lost their lives. As DOD reduces the 
size of the force, we will do so in a way that respects and honors 
these sacrifices. 

I look forward to continuing to work with you. Chairman Webb, 
Senator Graham, and distinguished members of the subcommittee, 
to support the men and women in our Nation’s Armed Forces. 

Accompanying me today is the Under Secretary of Defense 
Comptroller, Mr. Robert F. Hale, and two senior members of my 
staff. Dr. Jonathan Woodson, Assistant Secretary of Defense for 
Health Affairs and Director of TRICARE Management Activity, 
and Mr. David L. McGinnis, Acting Assistant Secretary of Defense 
for Reserve Affairs. All of us before you today look forward to your 
questions. 

[The prepared statement of Dr. Rooney follows:] 

Prepared Statement by Hon. Jo Ann Rooney 

INTRODUCTION 

Chairman Webb, Senator Graham, and distinguished members of the sub- 
committee, I appreciate the opportunity to appear before you to discuss Personnel 
and Readiness programs in support of the President’s budget request for fiscal year 
2013. Thank you for your support of our Active, Reserve component military mem- 
bers, their families, and our government civilians who have done everything we 
have asked of them and more. 

As you have heard from Secretary Panetta, the fiscal year 2013 budget request 
was the product of an intensive review of our defense strategy necessitated by the 
fact that our country is at a critical turning point after a decade of war and substan- 
tial growth in our budgets. Today, I will describe how we can sustain the All-Volun- 
teer Force for generations to come — a force that has a proven record of unprece- 
dented success in operations around the world. Accomplishing this will require the 
Department to make hard choices regarding competing priorities for limited fund- 
ing. This plan is predicated on the assumption that the Military Services are appro- 
priately resourced, experienced, and flexible enough to rapidly adapt to emerging 
threats. Resourcing the reset of the force, while maintaining force readiness, will 
undoubtedly be one of the most challenging issues of our time. 

As the acting Under Secretary of Defense for Personnel and Readiness my prior- 
ities focus on: Total Force Readiness, Improving the Military Health System, and 
Total Force Support. 


readiness 

After 10 years of intensive operations our forces are among the most capable in 
our Nation’s history. Our Active and Reserve component members and defense civil- 
ians are well prepared to execute current operations and respond to emergent needs, 
and are experienced and proficient in a wide range of real world operations. We 
have, by necessity, mastered a host of specialized capabilities that depend heavily 
on language and culture, governance, rule of law, development, and other special- 
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ized skills; not all of which are within the Department’s traditional scope of respon- 
sibility. However, fully preparing for these missions means that there have been 
fewer capabilities available for large-scale, major combat operations. As we end to- 
day’s wars and adjust to new strategic guidance, we find ourselves naturally 
transitioning back toward a broader range of security missions. 

The first sign of this transition is the return of full-spectrum exercises that we 
have seen over the last year. Specifically, the Marine Corps exercised its first large- 
scale amphibious assault in 10 years just a few weeks ago. Similarly, the Army is 
shifting to decisive action training exercises at the Combat Training Centers. We 
will see more of these exercises as forces return and reset from current operations. 
In addition, the Army has begun to regionally align maneuver and enabler forces 
to some combatant commands to conduct security cooperation and security force as- 
sistance activities. These forces will have appropriate lan^age, culture, advisor 
training and skills to enable expanded engagement with critical partners in the re- 
gion. 

Although this transition is occurring in the midst of unavoidable fiscal pressure, 
we have committed to maintaining a ready, capable All-Volunteer Force. Program 
reductions were deliberately managed to preserve operational flexibility and to keep 
faith with servicemembers and their families who have made significant sacrifices. 
We realize that sometimes, either due to unforeseen circumstances or a changing 
world, even the most well-conceived plans must be revised. For this reason, my of- 
fice is maintaining its role of closely monitoring the readiness of our forces for the 
dual purposes of identif 3 dng and remediating critical deficiencies or unmet require- 
ments. 

End Strength 

We know that multiple deployments to Iraq and Afghanistan, with limited time 
at home for recovery, have stressed our military members and their families. With 
the draw down in Iraq and Afghanistan, this stress is fundamentally reduced. We 
have withdrawn 50,000 troops from Iraq since 2010, and will have reduced Afghani- 
stan troop levels by 30,000 at the end of this year. Barring unforeseen events, the 
Secretary’s goal of 2 or more years at home for every year deployed will likely be 
met this coming year. The All-Volunteer Active and Reserve Force is healthy, and 
our Services are achieving or exceeding their recruiting and retention goals. 

Today, our overall military end strength, which includes the base force and over- 
seas contingency operations, is at 2,269,700 in fiscal year 2012. While the initial 
changes to Force size are muted, a 1.4 percent reduction equating to a 31,300 person 
reduction in fiscal year 2012, ultimately the Department will be at 2,145,800 by fis- 
cal year 2017. This 5.5 percent reduction equates to 123,900 fewer troops and will 
be spread throughout the components of the force. 

• Army Active, Reserve, and Army National Guard (NG) end strength in 
fiscal year 2013 is projected to be 1,115,300 — 0.9 percent less than fiscal 
year 2012. In fiscal year 2017 the end strength will be 1,048,200, a 6.8 per- 
cent reduction from fiscal year 2012. 

• Navy Active and Reserve end strength in fiscal year 2013 is projected to 
be 385,200 — 1.7 percent less than fiscal year 2012. In fiscal year 2017, the 
end strength will be 376,600, a 3.9 percent reduction from fiscal year 2012. 

• Marine Corps Active and Reserve end strength in fiscal year 2013 is pro- 
jected to be 236,900-2.0 percent less than fiscal year 2012. In fiscal year 
2017 the end strength will be 221,700, an 8.3 percent reduction from fiscal 
year 2012. 

• Air Force Active, Reserve, and Air NG end strength in fiscal year 2013 
is projected to be 501,000 — 1.9 percent less than fiscal year 2012. In fiscal 
year 2017, the end strength will be 499,300, a 2.3 percent reduction from 
fiscal year 2012. 

A force drawdown of this size has not been experienced since well before Sep- 
tember 11. 

Total Force Management and Planning 

The Department relies on a Total Force of Active and Reserve military, govern- 
ment civilians, and contracted support to provide for the Nation’s defense and exe- 
cute its core missions. We will face force management challenges over the next sev- 
eral years which are far greater than those we have experienced since September 
11, 2001 and, therefore, must balance the competing requirements for equipment 
reset, modernization and support for our servicemembers and their families in a cli- 
mate of reduced budgets. Responsibly managing the required force reduction, while 
ensuring we keep faith with those who have sacrificed so much to secure our Na- 
tion’s interests, and properly caring for our military families as many 
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servicemembers transition to veteran status is a responsibility taken very seriously 
and one which my organization is helping to facilitate. Congress aided this effort 
immeasurably by recently enacting legislation that expanded voluntary separation 
programs which provide appropriate recognition for significant military service, such 
as the temporary early retirement authority (TERA) which gives the military de- 
partments the flexibility to offer retirement to servicemembers with more than 15 
but less than 20 years of service. We will continue to work with Congress to rein- 
state additional expired authorities from previous drawdowns that would offer the 
Department the ability to focus separations and avoid the loss of critical expertise. 

The Department’s Total Force of Active and Reserve military, government civil- 
ians and contracted services represents a carefully coordinated approach that bal- 
ances operational needs, satisfies mission requirements, and recognizes fiscal con- 
straints. Our future plans will seek to balance the capabilities and cost of all ele- 
ments of the Total Force. They cannot be managed in isolation if we are to avoid 
a hollow force and unnecessary expense. Our plans recognize: 

• Decreased operational commitments and revised overseas posture; 

• A Reserve Force that is an operational asset; 

• A highly skilled civilian workforce capable of performing mission essen- 
tial and inherently governmental tasks; 

• Contracted support that is cost effective and designed to provide appro- 
priate and complimentary support to our operational needs; 

• Civilian decreases that have been carefully targeted to deliver efficiencies 
initiated by Secretary Gates; and 

• Efficient management of our contracted support as part of our Total 
Force mix and not as just an acquisition management action. 

Active Duty Recruiting 

Recruiting for the All-Volunteer Force continues at unprecedented levels. The De- 
partment closed out fiscal year 2011 with all active Services meeting or exceeding 
recruiting objectives, both numerically and by recruit quality. As shown in Table 1, 
we continue that record pace into fiscal year 2012, with 44,414 new recruits against 
an objective of 44,323 through January of this year. Recruit quality remains consid- 
erably above Department benchmarks (or standards), with 98 percent of new re- 
cruits having a high school diploma (90 percent benchmark) and 80 percent scoring 
above average in aptitude (60 percent benchmark) on the Armed Forces Qualifica- 
tion Test (AEQT). Of particular note is the fact that very few recruits accessed at 
or below the 30th percentile on the AFQT through January of this year. 


Table 1- 

—Recruit Quality (Fiscal Year 2012 Through lanuary) Active Components 


Quantity 

Quality 

AC Enlisted Recruiting 
Fiscal Year 2012 
(End of January) 

Accessions 

Goal 

Percent of 
Goal 

Percent High School 
Graduate: 

Benchmark=90 percent 

Percent Scoring at/ 
above 50th Percentile 
on AFQT; 

Benchmark=60 percent 

Percent Scoring at/ 
above 30th Percentile 
on AFQT; 

Benchmark=4 percent 

Army 

17,123 

17,050 

100 G 

95 G 

64 G 

<1 G 

Navy 

9,289 

9,289 

100 G 

99 G 

93 G 

0 G 

Marine Corps 

7,795 

7,777 

100 G 

100 G 

76 G 

0 G 

Air Force 

10,207 

10,207 

100 G 

100 G 

99 G 

0 G 

DOD Total 

44,414 

44,323 

100 

98 

80 

<1 


Quantity Key: 100 percent or above goal; 90-99 percent of goal; below 90 percent of goal. 

Quality Key: 100 percent or above benchmark; 90-99 percent of benchmark; below 90 percent of benchmark. 


Generally, a slow economy makes recruiting less challenging, and operates to the 
advantage of those who are hiring, including the U.S. military; clearly, the current 
state of our economy has been one of the drivers of this recruiting success. As we 
see signs of economic improvement, we will remain vigilant and continue to monitor 
the impact of that improvement on our recruiting efforts. Despite the positive effect 
of the economy on recruiting, there remain other factors counterbalancing our abil- 
ity to attract bright, young Americans into the Armed Forces — the lower likelihood 
of influencers of youth (e.g., parents and teachers) to recommend service, a large 
and growing proportion of youth who are ineligible to serve in the military, higher 
numbers of youth going to college directly from high school, and continuing concerns 
about the prolonged worldwide, irregular campaign with its concomitant high oper- 
ations tempo. Therefore, we are in uncharted waters with significant factors directly 
affecting military recruiting in both positive and negative ways. 
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Due to these direct effects on recruiting, and as the Nation faces a demographic 
shift, it is important that the Department align its recruiting assets to tap emerging 
markets. Leveraging the diverse perspectives, and cultural, language and re^onal 
competencies present in our force ensures we encourage innovation and optimize 
mission success with respect to evolving challenges we will face well into the 21st 
century. We are carefully reviewing recruiting programs to align funding and poli- 
cies with current realities as we recognize the necessity of current and future budg- 
et constraints. We will strive to ensure the resources dedicated to recruiting are rea- 
sonable and remain at levels that will not compromise success. The Services will 
decide where best to take those cuts and any realignments undertaken will be done 
carefully and their effects closely monitored. 

Recruit Quality: The Department generally reports recruit quality along two di- 
mensions — aptitude and education. Both are important, but for different reasons. 

Aptitude is an indicator of trainability and job performance. All recruits take an 
enlistment test called the Armed Services Vocational Aptitude Battery (ASVAB). 
One component of the ASVAB, the Armed Forces Qualification Test (AFQT), meas- 
ures math and verbal skills. Those who score at or above average on the AFQT are 
in Categories I-IIIA, while those who score between the 10th and 49th percentile 
are placed in Categories IIIB and IV. Applicants scoring below the 10th percentile 
are ineligible to enlist. We value higher-aptitude recruits because their training and 
job performance are superior to those who score in the lower categories. 

The Department’s educational enlistment policy groups education credentials into 
three tiers — Tier 1, consists primarily of traditional high school diploma graduates; 
Tier 2 consists of alternate credential holders, to include home-school and virtual/ 
correspondence schools; and Tier 3 is nongraduates. Education credential is used not 
to measure the quality of education or the intelligence of the applicant, but rather 
the applicant’s likelihood of completing his or her enlistment term. Years of research 
and experience indicate about three-quarters of recruits with a high school diploma 
complete their first 3 years of service, whereas only about half of those without a 
high school credential will complete 3 years. The attrition rates of those holding an 
alternative credential (e.g., GED) fall between these extremes. The Department’s 
benchmark is that 90 percent of new recruits are high school diploma graduates. 

As a result of the evolving methods of education delivery across the Nation, the 
National Defense Authorization Act (NDAA) for Fiscal Year 2012 required restruc- 
turing of the education credential tiers we use to determine enlistment priority. Spe- 
cifically, the act expanded Tier 1, “High School Diploma Graduate,” to include grad- 
uates of alternative educational delivery methods. From past experience, we find 
these individuals, on average, have significantly higher attrition rates — the current 
first-term attrition rate for high school diploma holders is 28 percent; alternate cre- 
dential holders average a 38 percent rate. We remain concerned about the long-term 
impacts of this policy change as it costs the Services approximately $55,000 to re- 
place (recruit, train, equip, pay) each individual who fails to complete his or her ini- 
tial term of service. Nevertheless, the new policy will be in place by July of this year 
as directed, and we will monitor the attrition behavior of these recruits. Addition- 
ally, as encouraged in the legislation, we will continue to develop new methods of 
identifying those who are qualified for recruitment and enlistment. These methods 
may include use of a non-cognitive test, adaptive personality assessment, or other 
operational attrition screening tools to predict performance, behaviors, and attitudes 
of potential recruits which influence attrition and ability to adaptively perform the 
required missions. 

Active Component Retention: 

Similar to our recruitment numbers, the Army, Air Force, Navy, and Marine 
Corps all exhibit strong retention numbers for the first 4 months of fiscal year 2012 
continuing a trend from the previous year (Table 2). The resilience of the All-Volun- 
teer Force through two wars continues to prove the tremendous dedication and pa- 
triotism of the men and women serving our great Nation. I am humbled by their 
willingness to place themselves in harm’s way and do their Nation’s bidding. 

That said, I also recognize we will face new challenges as the economy improves, 
conflicts subside, and uncertainty rises over the drawdown of the force. 'The Depart- 
ment must ensure meaningful missions, support for our military families, and com- 
plete transparency regarding our reduction efforts. Despite budget pressures we are 
committed to careful and deliberate reviews of servicemember and family programs 
with an eye on retention. We can ill afford to arrive at the end of the drawdown 
with a force that does not match the capabilities the Nation requires and without 
the resources necessary to make adjustments. Towards this end, I am encouraged 
by the plans offered by the Services as they make difficult force reduction decisions. 
For example, the Services are limiting reductions in accessions to ensure we meet 
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future requirements, and they are offering voluntary separation programs to 
servicemembers prior to taking involuntary separation actions whenever possible. 
We also intend to extend to Congress our commitment of transparency in these ef- 
forts. Together I am convinced we can create an environment that avoids the pitfalls 
experienced throughout history by most post-conflict militaries. While this will un- 
doubtedly prove extraordinarily challenging, I believe you will agree we owe it to 
our Nation and to the soldiers, sailors, airmen, and marines who will continue to 
stand watch for the generations to come. 


Tabic 2 

Active Duty FY 2012-Januar>' Retention Report: 


i Active Duty Relcntion by Service by Zones ofEligibiiily 



Status 

L . 

Reenlisted 

Mission YTD 

1 

FY 1 2 Retention 
Goals 

Army 


- Inilial 

m 

6,165 

5,593 



• Mid'Career 

m 

3.807 

3,662 

104% 

21.974 

- Career 


1,545 

1,545 


13.133 

N»vy 

- Initial 

m 





- Mid-Career 

m 

2,349 

1,261 

186% 

4.974 


j - Career | C 

1,947 

1.404 

139% 3.773 

1 Marine Corps 

First 

(i 

5,305 1 2,100 

253% 

6,300 

j Subsequent 


5.107 

2.733 

187% 

8.200 

Air Force j 

1 - Iniliai 

(; 

5.998 



- Mid-Career 

c. 

3.561 

2.883 

124% 

9,543 

1 - Career 

c 

2.812 

2,512 

112% 

8.315 


'Mission YTD reprcscnls the cumulative monthly percentage of the Service’s FY Goal. 

^ Retention year traditionally starts on July I" even though the numbers are not oflicial reported until October 1”. 
The Marine Corps frontloads the retention year and first termers tend to reenlist early in the FY. 


Women in the Service 

The Department has recently completed a review of how we assign women in the 
Service. As requested by Congress, the Department, in coordination with the mili- 
tary departments, reviewed laws, policies, and regulations, including our co-location 
policy, to determine if any changes were needed to ensure female members have an 
equitable opportunity to compete and excel in the Armed Forces. We took a hard 
look at the current restrictions on women, and recommend changes within the re- 
port to Congress (available to the public online http://www.defense.gov/newsAVISR — 
Report — to — Congress.pdf). Pending expiration of the congressionally-required notifi- 
cation period, the Department will implement a change to policy that eliminates 
gender-based assignment restrictions to units and positions that are doctrinally re- 
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quired to physically co-locate and remain with direct ground combat units that are 
closed to women. These recommendations will open over 14,000 positions to women, 
including 6 Army occupational specialties. The Department is not stopping with the 
policy changes set forth in the report. The Services will continue to evaluate these 
recommendations to inform future policy revisions in addition to developing gender- 
neutral standards for physically demanding occupations. Secretary Panetta directed 
the Secretaries of the Military Departments and Chiefs of Military Services to re- 
port their progress on the development of gender-neutral standards, assessment of 
newly opened positions and recommendations for any further positions that can be 
opened, 6 months after implementing these changes. We continue to reiterate our 
commitment to removing all barriers that would prevent servicemembers from ris- 
ing to the highest level of responsibility that their talents and capabilities warrant. 

Implementation of the Repeal of “Don’t Ask, Don’t Tell” 

Since September 20, 2011, the effective date of repeal, the Services report there 
have been no significant issues related to the implementation of the repeal of “Don’t 
Ask, Don’t Tell.” By all accounts, implementation is going smoothly across the force. 
We attribute this success to our comprehensive pre-repeal training programs, com- 
bined with the discipline of our servicemembers and continued close monitoring and 
enforcement of standards by our military leaders at all levels. Prior to repeal, the 
Department saw a preponderance of the force, 2.25 million servicemembers, trained 
regarding the necessary policy and regulation changes that went into effect on “Re- 
peal Day.” 

The Department and the Services remain engaged in ongoing implementation ef- 
forts. A formal monitoring process ensures continual assessment and reporting to 
the Secretary of Defense. Elements of this monitoring process include regular Serv- 
ice assessment reports and periodic surveys of servicemembers. Through this feed- 
back mechanism, the most common question we hear from the field is about bene- 
fits — specifically, whether or not benefits will be extended to same-sex partners. The 
Department is engaged in a comprehensive review of the possibility of extending eli- 
gibility for additional benefits, when legally permitted, to same-sex partners, and 
our goal is to complete this review by the end of the fiscal year. With leadership, 
professionalism, discipline, and respect, the Department and our servicemembers re- 
main fully committed to the implementation effort, consistent with our standards 
of military readiness, effectiveness, unit cohesion, and recruiting and retention for 
the Armed Forces. 

General, Flag Officer, and Civilian Senior Executive ! Equivalent Efficiencies 

In 2011, the Secretary of Defense made the decision to eliminate, reduce, or re- 
allocate 140 general or flag officer (GFO) positions and a minimum of 150 Civilian 
Senior Executive/Equivalent (CSE) positions. The Department designated 102 GFO 
positions for elimination (complete removal from structure or downgrade of a posi- 
tion to a grade of 0-6 or below) and 211 CSE positions for elimination. By the end 
of the year, we had eliminated 29 GFO positions and reduced 20 positions to a lower 
grade of GFO. We are moving forward to implement the remaining efficiencies 
gradually over the next several years as conditions allow, not adversely affecting 
missions or forcing readiness. Three years ago. Congress’ authorization of the Joint 
Pool created the foundation for increased flexibility for the Department in the man- 
agement of positions. This latest efficiency effort will take those policies to the next 
level and will create flexibility for each of the Military Departments to ensure their 
readiness to respond to any emer^ng threat. CSE reductions are being implemented 
based on a 2-year strategy. To date, 93 Senior Executive Service, Senior Level or 
Senior Technical (SES/SL/ST) positions, and 57 Defense Intelligence Senior Execu- 
tive and Defense Intelligence Senior Level (DISES/DISL) positions have been re- 
duced. The remaining CSE efficiencies will be completed by March 2013. 

Growing Language and Culture Capabilities 

The President directed the Department to sustain U.S. global leadership as we 
transition from a long-term engagement in two wars toward a more global presence 
focused on the Asia-Pacific and the Middle East. Though Service end strengths will 
decrease, the demand for language skills, regional expertise, and cultural awareness 
will increase, as these capabilities are essential not only to our mission readiness 
but to achieving national security, building partner capacity, and strengthening alli- 
ances. Currently, 9 percent of military personnel have tested or self-professed for- 
eign language skills at any level of proficiency and 5 percent have skills that meet 
the Department’s need for limited working language proficiency or above. 

Increasing the language capabilities of the Department depends on recruiting poli- 
cies, training, assignment policies, retention, overall career management, and the 
U.S. educational system. We have efforts underway to coordinate national and De- 
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partmental language capabilities, as well as initiatives for long-term sustainment. 
The goal is to ensure a spectrum of programs that include pre-accession, and in- 
service military and civilian training, while establishing new career paths for per- 
sonnel with language and culture skills. These efforts include increasing the foreign 
language skills of the Department’s military and civilian personnel, as well as out- 
reach to our Nation’s schools and universities to promote the teaching of critical lan- 
guages. All these efforts are essential to achieving a force, a Nation, and a citizenry 
capable of facing the threats, opportunities, and challenges we will confront in the 
21st century. 

Drug Demand Reduction 

The abuse of illicit and prescription drugs in the U.S. military has substantial im- 
plications on force readiness and safety. The goal of the Drug Demand Reduction 
(DDR) Program is to protect readiness and the well-being of our civilian and mili- 
tary personnel by detecting and deterring drug abuse. Toward that end, the Depart- 
ment and Services have recently expanded the existing panel of tested drugs to in- 
clude frequently abused prescription medications, such as Vicodin and Valium. The 
Department’s minimum random drug testing goal is 100 percent with a positive rate 
below 2 percent. Overall, drug positive rates for active duty military personnel 
across all Services have continued to decline and the current rate of positive speci- 
mens is below 1 percent, the lowest in the program’s history. As with many pro- 
grams, the DDR Program incurred a reduction in budget which will require addi- 
tional efficiencies in collection, outreach, and educational programs. This will also 
require increased targeted random drug testing. 

Suicide Prevention 

Every person within the Department of Defense is a valuable team member and 
each loss to suicide is a preventable tragedy. For this reason, we are taking aggres- 
sive steps to address suicide by enacting policies, providing supportive services and 
assistance, implementing training initiatives and publishing education materials, 
and conducting data surveillance and research to support servicemembers and their 
families. For example, the Department increased behavioral health providers from 
6,590 to 8,898 total providers, a 35 percent increase over the past 3 years, adding 
mental health providers in primary care settings and embedding them with front- 
line units. We have also partnered with the Department of Veterans Affairs (VA) 
to build a continuum of support for transitioning members. This partnership will not 
only provide more service options for our members, it will allow us to compile more 
complete data that could lead to better predictive and preventative measures. 

We are building and shaping resiliency and coping skills through realistic and 
interactive training to ensure every servicemember can recognize the warning signs 
of suicide and encompass the skills and knowledge necessary to purposely intervene. 
We are also committed to further research on understanding and preventing suicide 
as with the Army Study to Assess Risk and Resilience in servicemembers (ARMY 
STARRS), which is the largest study of mental health risk and resilience factors 
ever conducted among military personnel. Conceived by scientists at the National 
Institute of Health’s National Institute of Mental Health (NIMH), ARMY STARRS 
was formalized through a memorandum of agreement that authorized NIMH to con- 
duct an extensive investigation with Army funding. The ARMY STARRS program 
is led by an interdisciplinary team of Army, Academic, and NIH investigators. 

Though we have been able to arrest the increasing rate of suicides over the past 
3 years, the Department continues to work hard to reduce these tragedies. We have 
established a Defense Suicide Prevention Office to serve as the focal point for devel- 
oping and overseeing suicide prevention policy, training, and programs across the 
Department. This office will also collaborate with Military Departments to imple- 
ment the recommendations of the Department of Defense Task Force on the Preven- 
tion of Suicide, and serve as our lead with the VA and nongovernment organizations 
to identify and institute a continuum of suicide prevention efforts for personnel leav- 
ing the Department. 

Sexual Assault Prevention and Response 

As Secretary Panetta has stated, this Department has a zero-tolerance policy 
against sexual assault and this is a leadership issue first and foremost. We have 
received the final numbers from the Services and the Department had 3,192 reports 
of sexual assault in fiscal year 2011; because of underreporting, estimates are closer 
to 19,000 (per a fiscal year 2010 Defense Manpower Data Center survey). This is 
in stark contrast to the first sample survey in 2006, when the estimate was 34,000. 
Since 2006, more victims are stepping forward to report assaults and the percentage 
of alleged sexual assault offenders facing court-martial proceedings has increased. 
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In this past year alone, we have made significant strides. We recently published 
a revised Directive expanding our support to assault victims to include military 
spouses and adult military dependents, the Department’s civilians stationed abroad 
and the Department’s U.S. citizen contractors in combat areas. In addition, two new 
policies address expedited transfers and the retention of law enforcement records for 
50 years. To ensure national standards for victim services, we are establishing a 
sexual assault advocate certification program and, we established the DOD Safe 
Helpline which provides anonymous and confidential, 24/7 hotline and texting sup- 
port to victims anywhere in the world. We are collaborating with the VA and De- 
partment of Labor (DoL) to establish a continuum of care for victims of sexual as- 
sault transitioning from military to civilian life and will use the DOD Safe Helpline 
as a vehicle to help these transitioning servicemembers. 

To improve the tracking of reports, the Defense Sexual Assault Incident Database 
will be implemented by March 31 and be fully operational by August 31st. Because 
sexual assault cases are some of the toughest cases to investigate and to prosecute, 
the Department has committed funding through fiscal year 2017 to provide sexual 
assault specific training for judge advocates and criminal investigators and we are 
assessing the Sexual Assault Prevention and Response training for commanding of- 
ficers and senior enlisted leaders. We will continue to hold the perpetrators appro- 
priately accountable and all military servicemembers will live up to the high stand- 
ards set. 

Compensation 

Senior leaders in the Department place a high value on the willingness of Amer- 
ica’s military personnel to serve their country. We understand our compensation 
system must be competitive, recognize the demands of military service, and always 
provide sufficient compensation to attract and retain qualified personnel. The 9th 
Quadrennial Review of Military Compensation shows that servicemembers need to 
be paid equal to or better than 70 percent of their civilian counterparts. 

Through the work of Congress, our servicemembers received generous military 
pay raises over the past decade and, as a result, military compensation has in- 
creased and significantly exceeds that 70th percentile. Additionally, over the past 
decade, the Department and Congress addressed a host of challenges ensuring mili- 
tary compensation remained competitive, and this has allowed the Department to 
continue to succeed in recruiting and retaining the high-quality, All-Volunteer Force 
required by the Nation, despite nearly a decade at war. 

As we reset following the end to combat operations in Iraq, the beginnings of force 
reductions in Afghanistan, and in light of the Nation’s economic crisis and our ex- 
pected manpower reductions, slowing the future growth of military compensation 
will be important. As mentioned earlier, we expect challenges in recruiting and re- 
tention to grow over the next few years as both the economy and labor market con- 
tinue to improve. The current, competitive military compensation package makes 
the Department well suited to respond to those challenges, even during this time 
of war. As a result, we have requested full pay raises for fiscal year 2013 and fiscal 
year 2014, and more limited pay raises beginning in fiscal year 2015. For fiscal year 
2013, this would provide an increase in military basic pay for all servicemembers 
of 1.7 percent, which is in line with earnings increases seen in the private sector 
as measured by the annual change in the Employment Cost Index. 

The Department also understands current fiscal pressures demand change, and 
that the costs of military compensation are significant. Some cost savings will be 
achieved through proposing more limited pay raises beginning in fiscal year 2015. 
However, in the continuing search for budget cuts and efficiencies, we are evalu- 
ating the military compensation system, focusing first on military retirement. As I 
stated before the subcommittee in October of last year, we have been conducting a 
vigorous, internal review, and are working diligently to identify and evaluate retire- 
ment alternatives. In addition to this ongoing review, the Department recommends 
Congress establish an independent commission to review military retirement, as re- 
quested by the administration. We fully support formation of such a commission, 
and if enacted, we will provide significant input. Most importantly, our review is 
performing critical and rigorous modeling and analysis of various alternatives. 
While many in the private sector, and elsewhere, have suggested alternatives to the 
current military retirement system, few have undergone rigorous modeling or anal- 
ysis. We are committed to ensure any proposal we develop is sound and does not 
harm the Department’s ability to recruit and retain the future force. Secretary Pa- 
netta has also made clear that current members will be grandfathered; for those 
who serve today, there will be no changes in retirement benefits. Following the re- 
view of military retirement, we plan to continue our comprehensive, broad-based re- 
view of military compensation in search of additional efficiencies and savings. 
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Reserve Component 

The fiscal year 2013 budget supports the increased utilization of the Reserve com- 
ponents (RC) as called for in the National Defense Strategy and will enable the RCs 
to continue to fulfill their vital national security role. The Department’s Ready Re- 
serve totaling about 1.1 million members contributes 43 percent of total military end 
strength at a cost of 9 percent of the total base budget. The National Guard (NG) 
and Reserve provide trained, ready, and cost-effective forces that can be employed 
on a regular operational basis, while also ensuring strategic depth for large-scale 
contingencies or other unanticipated national crises. 

Prior to 2001, the RCs were primarily a strategic reserve with occasional oper- 
ational missions as needed to augment active forces. Since 2001, RC units and indi- 
viduals have been heavily employed across the full spectrum of military operations 
and have demonstrated their readiness and criticality. Our current NG and Reserve 
is, arguably, the most combat seasoned reserve force ever, and we plan to capitalize 
on this significant investment to provide needed military capacity during current 
austere economic times. 

The fiscal year 2013 budget anticipates the Department will continue to use the 
Guard and Reserve as a vital part of the operational force and — where it makes 
sense — as a force of first choice. Today’s Citizen Warriors have made a conscious de- 
cision to serve, with full knowledge that their decisions mean periodic recalls to ac- 
tive duty under arduous and hazardous conditions. In approximate numbers, as of 
December 31, 2011, the Ready Reserve currently consists of: 

• Selected Reserve: 844,400 

• Individual Ready Reserve: 220,000 

• Inactive NG: 3,700 

Reserve Component Utilization 

The Reserve component has become an integral part of the Nation’s military force 
participating in nearly every mission worldwide for the past two decades. As this 
practice continues, the Department has emphasized prudent and judicious manage- 
ment and use of the RC to help mitigate stress on the Total Force. Total Reserve 
component usage in support of Contingency Operations since September 11, 2001 
is 835,689 (809,913 Selected Reserve and 25,776 Individual Ready Reserve). Of 
those, 80 percent have deployed in the U.S. Central Command area of responsibility. 
On December 31, 2011, there were 86,213 Reserve component members activated in 
support of Operation Noble Eagle (ONE) and Operation Enduring Freedom; of those, 
35,361 were deployed in the Central Command theater. 

Realigning Capabilities 

The Reserve component is well suited for use as a source of strategic depth as 
well as in a wide variety of operational roles, including providing: (1) rotating oper- 
ational units deployed in response to Combatant Commander needs and Service re- 
quirements; (2) units and teams deployed in support of Theater Security Coopera- 
tion and Building Partner Capacity activities around the globe; (3) individual 
augmentees who can be deployed in response to Combatant Commander, Defense 
agency, or Service needs; (4) units, teams, and individuals to support core Unified 
Command Plan missions such as Homeland Defense and Defense Support of Civil 
Authorities, as well as to support Governors in state security; and (5) units, teams, 
and individuals assigned to support Department or Service institutional needs. Re- 
serve component forces are well-suited for missions and tasks in support of Theater 
Security Cooperation and Building Partner Capacity activities and specialty mis- 
sions requiring unique skills, particularly when the RC units have an enduring rela- 
tionship with a supported command. 

Individual and Medical Readiness 

One of the key aspects of maintaining a viable, operational RC is to ensure that 
our military members and our civilian employees maintain the highest level of indi- 
vidual readiness. We must focus on maintaining the appropriate physical fitness lev- 
els for a force that has a higher average age than the Active component. Similarly, 
ensuring that our RC members are medically and dentally ready to serve is of the 
utmost importance. 

Employing the RC as operational force requires modifications to training sched- 
ules and funding requirements. Before we operationalized the RC, normal minimum 
training profiles consisted of training 2 days per month plus 14-15 days of active 
duty for training annually. During that training time, RC personnel were required 
to meet the same standards as their Active counterparts. While that training profile 
remains in-place for some types of units, for those with planned deployments, train- 
ing days prior to mobilization increases. This training profile, with more training 
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pre-deployment and less post-deployment, minimizes mobilized time away from fam- 
ilies and civilian jobs. Increasing individual readiness by modifying training profiles 
with resources and policies is a major focus area that will allow the Guard and Re- 
serve to capitalize on the gains made during the last decade and enable sustained 
use of the RC as an operational force. 

We continue to monitor Individual Medical Readiness of the NG and Reserve to 
ensure availability of ready RC members for deployment, as it is a priority for the 
Department. By the fourth quarter of fiscal year 2011, the RC had increased its 
Fully and Partially Medically Ready (FMR/PMR) rate 5 percent over first quarter 
fiscal year 2011 rates, and reduced the Indeterminate population by 6 percent. Most 
notably, the Marine Corps Reserves improved their FMR status by 16 percent and 
reduced the PMR rate by 14 percent — over half of the fiscal year 2011 first quarter 
rates. The Coast Guard Reserve also made great improvements increasing their 
FMR rate by 9 percent, and reducing their Indeterminate and Not Medically Ready 
population hy 4 and 6 percent respectively. While we continue to face challenges 
with Dental Readiness, all Services are over the 75 percent goal except Army Re- 
serve and Army NG which are at 71 and 73 percent respectively. We are working 
diligently to improve access to medical and dental services for RC members. For ex- 
ample, the Army Reserve now budgets additional medical and dental services into 
their Readiness Accounts for RC members if needed. 

Yellow Ribbon Reintegration Program (YRRP) 

The YRRP is a Congressionally-mandated program whereby the Services provide 
RC servicemembers and their families with critical support, information, services, 
and referrals throughout the entire deployment cycle focused primarily on local com- 
munity resources to maximize successful servicemember reintegration back into 
their civilian lives. During the past 3 years, the YRRP has evolved into a successful, 
forward-leaning program providing essential readiness and resiliency training and 
resources to over 800,000 servicemembers and designees. In fiscal year 2011, Con- 
gress appropriated $16 million to the YRRP for enhanced outreach and reintegration 
employment activities which allowed the Department to support various State-led 
initiatives. YRRP’s fiscal year 2012 funding is entirely dedicated to supporting its 
legislatively mandated core activities. To support the use of the operational reserve 
in the future, we will ensure funding for Service YRRPs is moved to their base line 
budgets. 

Transition to Veterans Affairs 

Today’s Veterans face a number of challenges in making the transition to civilian 
life, and among these is embarking on a productive post-military career. For every 
success story of a Veteran who has turned skills developed in the military into suc- 
cess in the civilian workplace, there are, as President Ohama has said, stories of 
Veterans who come home and “struggle to find a job worthy of their experience and 
worthy of their talent.” We see these struggles most clearly in high unemployment 
rates for Veterans. Making this situation more urgent is that, as we draw down 
from the wars in Iraq and Afghanistan and we make difficult decisions about our 
future force structure in light of the fiscal challenges the Nation faces, the number 
of servicemembers — particularly young servicemembers — departing the military over 
the next several years will increase. 

Making a firm commitment to employ America’s Veterans, in August 2011, the 
President called for the creation of a Task Force led by the DOD and VA with and 
other agencies including the DoL, Department of Education (DoE), Department of 
Commerce, Small Business Administration, and the Office of Personnel Manage- 
ment, to develop proposals to meiximize the career readiness of all servicemembers. 
In coordination with our VA, DoL, and DoE partners, DOD’s role involves imple- 
menting and sustaining a comprehensive plan to ensure that all transitioning 
servicemembers have the support they need and deserve when they leave the mili- 
tary. This includes working with other agencies in developing a clear path to civilian 
employment; admission into and success in an academic or technical training pro- 
gram; or successful start-up of an independent business entity or nonprofit organiza- 
tion. The effort is fully aligned with the VOW to Hire Heroes Act of 2011 and is 
consistent with DOD’s commitment for keeping faith with all of our military mem- 
bers and their families, providing them a comprehensive set of transition tools and 
support mechanisms as they complete their service to our Nation. 

Civilian Personnel 

The Department continues to hold, with limited exceptions, the civilian workforce 
to authorized fiscal year 2010 levels. This continues the direction from last year’s 
efficiency initiative and was implemented in conjunction with organizational assess- 
ments and mission/function prioritization. This direction reflects the Department’s 
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commitment to challenge workload demand; more appropriately size our workforce 
to meet our most pressing and critical priorities; and focuses on reducing adminis- 
trative functions associated with headquarters staff while realigning resources to 
warfighting capability, recapitalization, and unit readiness. As Secretary Panetta 
has testified, our spending choices must be based on sound strategy and policy, and 
reductions in the civilian workforce reflect changes in the Department’s strategy, 
overseas presence, and force structure. 

Despite the overall decreases to the Department’s civilian workforce, there have 
been areas where mission workload, requirements, and fiscal considerations war- 
ranted growth and exceptions. Growth and increases to the civilian workforce have 
continued in critical areas such as acquisition, cyber, and intelligence. Targeted ex- 
ceptions to fiscal year 2010 levels have also been approved for shipyard and security 
guard workforces in the Navy; the test and evaluation workforce in the Army and 
Air Force; joint basing requirements for the Navy and Air Force; and in-sourcing 
of contracted services at some combatant commands and defense agencies. 

Reductions in the Department’s civilian workforce are being executed very delib- 
erately to minimize adverse impacts to our dedicated civilian service workforce and 
to avoid unintended consequences, such as: 

• “borrowing” or “repurposing” military personnel for non-military tasks, 
which would risk hollowing the force; 

• potentially paying more for contracted services or inappropriately realign- 
ing work to the private sector; and 

• jeopardizing our ability to sustain and develop mission critical skills and 
competencies. 

To support these goals, I reconstituted the Defense Human Resources Board 
(DHRB) on December 8, 2011. The DHRB is my primary advisory body for Total 
Force management across the Department. Specifically, the DHRB serves to pro- 
mote and facilitate improved Department-wide Total Force management, both cur- 
rent and future, through the improved alignment of statutes, policy, business prac- 
tices, information technology, and resources. 

It is imperative we improve the management of our Total Force of Active and Re- 
serve military, government civilians, and contracted services. To do so, leaders and 
managers throughout the Department must be provided the information, tools, and 
flexibility necessary to make sound and well-reasoned decisions. To that end, there 
are a number of specific areas that we have focused attention on. 

In October 2011, the Office of Federal Procurement Policy (OFPP) issued its policy 
letter regarding inherently governmental (IG) and other work Reserved for govern- 
ment performance. The Department was an active participant in developing that 
policy letter, and my staff is currently working to ensure its implementation and 
application across the Department. The identification of IG functions, work that is 
closely associated with IG, and workload critical to the Department’s ability to exe- 
cute its mission are fundamental processes in our Total Force management strategy. 

Ensuring the Department’s workforce is sufficiently sized and comprised of the 
appropriate mix of personnel is critical to maintain readiness and capabilities in our 
constrained fiscal environment. The Department’s “sourcing” of necessary functions 
and work between military, civilian, and contracted services must be consistent with 
workload requirements, funding availability, readiness and management needs, and 
applicable laws. In particular, workforces must be structured to not use military 
personnel outside of their primary specialty to perform functions or tasks that would 
limit their availability to mobilize and perform the operational mission, support and 
maintain necessary states of readiness, or impede their training and career progres- 
sion requirements. As planned military end strength reductions happen, the Depart- 
ment will continue to focus on the proper mix of personnel. 

Inventory of Contracts for Services (ICS) 

Contracted services remain the largest element of the Total Force. The Depart- 
ment remains committed to meeting its statutory obligations under title 10 to annu- 
ally review its contracted services. After 6 months of working with the more than 
40 components that comprise the Department, we delivered, on November 22, 2011, 
a consolidated plan to the congressional defense committees that identified both 
short- and long-term actions that will improve the ICS, make it a more reliable and 
complete data set, and improve visibility and accountability in the area of con- 
tracted services. Consistent with changes to the statute, this plan, and subsequent 
guidance issued on December 29, 2011, specifically addresses how the Department 
will: 

• measure contracted support level of effort using direct labor hours and 
associated cost data collected from contractors; 
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• assess the type of work being performed by the private sector and for 
whom based on standardized taxonomies and portfolio groups; 

• strengthen the relationship between the ICS and annual budget justifica- 
tion materials; and 

• ensure the ICS supports strategic workforce planning and an appro- 
priately balanced, effective, and efficient workforce. 

The actions being taken will improve the long-term utility of the ICS, beginning 
with the next submission this summer, and will enable us to more accurately and 
holistically assess contracted workload. Coupled with an improved IG&CA Inven- 
tory, the ICS will help us achieve the right balance in our workforce, aligning inher- 
ently governmental activities to military and civilian workforces, and commercial ac- 
tivities to the most cost effective service provider. 

In-sourcing 

The Department greatly values the support provided by private sector firms and 
recognizes the private sector is a vital source of expertise, innovation, and support 
to the Department’s Total Force. However, in-sourcing continues to be a necessary 
workforce shaping tool to reduce excessive or inappropriate reliance on contract sup- 
port; appropriately align inherently governmental activities; and protect the public’s 
interest while providing the best value for taxpayers. Therefore, we are continuing 
to in-source contracted services that are closely associated with inherently govern- 
mental work; that provide unauthorized personal services; or that may otherwise be 
exempted from private sector performance (to mitigate risk, ensure continuity of op- 
erations, build internal capability, and to meet and maintain readiness require- 
ments). While some contracted services may be identified for in-sourcing, some serv- 
ices may no longer be required, or be of lower priority, and therefore reduced in 
scope or eliminated. Contracted services that meet the necessary criteria (i.e. con- 
sistent with statutes, policies, and regulations) will be in-sourced by: 

• absorbing work into existing government positions by refining duties or 
requirements; 

• establishing new positions to perform contracted services by eliminating 
or shifting equivalent existing manpower resources (personnel) from lower 
priority activities; and 

• as appropriate or necessary, requesting an exception to the civilian levels 
currently reflected in the budget. 

Our in-sourcing efforts are focused on rebalancing the workforce, rebuilding crit- 
ical internal capabilities (including the acquisition workforce), and reducing oper- 
ational risks. 

0MB Circular A-76 

Consistent with statutory changes that restrict the “direct” conversion of work 
currently performed (or designated for performance) by any number of civilian per- 
sonnel to private sector (contract) performance, I issued guidance to the Department 
on December 1, 2011. In it, I urged vigilance to prevent the inappropriate conver- 
sion of work to contract performance, as we adapt to declining budgets and oper- 
ating in a constrained fiscal environment. We are also preparing guidance that reit- 
erates the current statutory moratoriums on public-private competitions. 

As noted earlier, contract support is critical to the Department’s operations. Last 
summer, we submitted a report on our public-private competition policy and proce- 
dures under 0MB Circular A-76, making recommendations to improve the end-to- 
end competition process. The public-private competition process can be a useful tool 
for our commanders and managers to validate an organization’s manpower and 
other requirements; drive a more consistent delivery of mission support and services 
to our servicemembers and families; improve business process; and deliver readiness 
while minimizing fiscal opportunity costs to meet the compelling needs of the De- 
partment. Congress, in the NDAA for Fiscal Year 2012, accepted many of our rec- 
ommendations and made changes to the governing statute for public-private com- 
petitions. We are committed to making improvements to ensure the process is more 
equitable, less time consuming, and minimizes disruptions to incumbent workforces. 
Together with improvements to the ICS that will enable us to more accurately 
gauge the extent of private sector reliance, we look forward to providing an im- 
proved A-76 process to our decision makers in the future. In summary, we must 
shape an efficient, effective, and viable Total Force aligned to strategy and is sup- 
ported by robust analysis. The fiscal year 2013 budget and our associated plans re- 
flect our best judgment today. 
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Strategic Human Capital Management and Competency Management 

The Department is making progress toward developing a more systematic ap- 
proach and enterprise tools for strategic human capital planning that covers over 
750,000 civilian employees in over 600 occupations. In fiscal year 2012, we devel- 
oped initiatives to meet statutory civilian strategic workforce planning requirements 
by fiscal year 2015. First, the Department expanded its functional community con- 
struct to cover all major occupations in the civilian workforce. Previously, only mis- 
sion critical occupations, which made up less than 40 percent of the workforce, were 
covered in the DOD Strategic Workforce Plan. Second, the Department updated cri- 
teria for designating mission critical occupations following a more structured process 
defined by the Federal-wide Strategic Human Capital Management High Risk Ini- 
tiative. Third, an Enterprise Competency Management Framework has been de- 
signed that includes phased development of Department-wide occupational com- 
petency models and deployment of a tool for competency assessments. An Army sys- 
tem is now being updated for Department-wide use to replace multiple competency 
tools with a single enterprise system. That system, the Defense Competency Assess- 
ment Tool is scheduled for deployment in fiscal year 2013; and through it, we will 
be able to assess workforce competencies and develop strategies to reduce critical 
skill gaps that may impact mission accomplishment by fiscal year 2015. 

The Department continues to focus on life-cycle management of the civilian work- 
force by integrating strategic workforce planning, competency management, hiring 
process improvements, and workforce development initiatives to ensure that plans 
support the recruitment, retention, and development of a ready civilian workforce 
that is responsive to swiftly changing mission demands and complex challenges. 
These are multi-year initiatives to improve the Department’s ability to rapidly grow, 
contract, and shift the workforce in response to emerging mission requirements. 

Hiring Reform 

The Department has made great strides in reforming the hiring process by reduc- 
ing hiring timelines, streamlining the process, and focusing on efficient practices. 
Prior to implementing the May 2010 Presidential Memorandum for Improving the 
Federal Recruitment and Hiring Process, measurement of all hiring practices was 
inconsistent and lacked input from individual components and servicing agencies. 
In 2010, we adopted standard measurement practices that enabled our leadership 
to analyze and measure hiring timelines across multiple dimensions, and to drive 
mission-critical changes. 

In 2011, we continued to make positive and meaningful progress toward reform- 
ing civilian hiring practices. We reduced the number of days it takes to hire an em- 
ployee by developing a common business process, deployed tools to automate key 
steps in the hiring process, and provided manager and human resources specialist 
training and job aids. In addition, our arsenal of hiring-related metrics and meas- 
urements has grown, thereby enabling transparency and targeted improvements to 
the hiring process. In fiscal year 2011, the Department reduced its external hiring 
timeline by 31 percent, from the fiscal year 2010 baseline of 116 days to 91 days. 
As a result of progress made in the early part of fiscal year 2011, the Department’s 
external hiring timeline target was adjusted downward to 95 days from the original 
101 day target. Our goal for external hiring in fiscal year 2012 is 80 days, with 
quarterly goals established to monitor progress. The overall reduction in hiring 
timeline for external hires contributed to an overall time to fill for all hiring actions, 
both internal and external, of 75 days for fiscal year 2011 and 63 days for fiscal 
year 2012 year-to-date. Another area of improvement is the automation of our hiring 
process. We procured an automated staffing tool (USA Staffing) in fiscal year 2010 
and successfully deployed it to over 70 percent of the Department in fiscal year 
2011, and are aggressively working toward completing deployment this year. 

The Department continues to partner with the Office of Personnel Management 
(0PM) on the re-engineering of USAJOBS, the job posting portal used by the Fed- 
eral Government. The USAJOBS 3.0 project is a high visibility project and DOD is 
the largest consumer of USAJOBS’ services. The deployment of USA Staffing and 
improvements to USAJOBS are critical initiatives; however, without participation 
and engagement from our Hiring Managers and Human Resource (HR) Profes- 
sionals, the benefit of these initiatives cannot be fully realized. As a result, a pri- 
mary objective is to foster and encourage strong partnerships between these key 
stakeholders. To assist, the Hiring Reform Website (http://www.cpms.osd.mil/ 
HiringReform/) provides a Hiring Managers Toolkit containing 24 guides, and a 
Webinar series is now available that provides content based on the four phases of 
the hiring process. 

The initiatives outlined represent the Department’s continued approach to hiring 
reform implementation, an approach aligned with the Department’s overall mission. 
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and with its Strategic Workforce Planning objectives. A key success criterion is the 
involvement of senior leadership. We continue to solicit and use our cadre of senior 
leaders to guide our efforts, communicate and campaign for process improvements, 
and provide direction throughout each hiring reform effort. We will continue to mon- 
itor these efforts closely. 

Termination of the National Security Personnel System (NSPS) INew DOD-wide 

Performance Management System, Redesigned Hiring, and Workforce Incentives 

The NDAA for Fiscal Year 2010 repealed the statutory authority for NSPS, man- 
dating all employees transition from NSPS no not later than January 1, 2012. The 
Department successfully completed the termination of NSPS and the transition of 
all employees and positions from NSPS to the appropriate successor statutory pay 
and personnel system in December 2011. No employees or positions remained under 
NSPS on the statutory deadline of January 1, 2012. 

In September 2010, we launched our “New Beginnings” effort to involve labor rep- 
resentatives in design of a new performance management system and hiring proc- 
esses. New Beginnings was an evolving effort and included labor and management 
planning sessions, conferences, and design team working meetings for more than 18 
months, which culminated in over 100 pre-decisional proposals developed by labor 
and management employees for leadership consideration. The pre-decisional process 
culminated in a comprehensive report from the design teams that captures their re- 
search, conclusions, and proposals, and Department leadership has considered the 
report’s recommendations. We will continue to involve employees through their 
labor representatives as we move forward on particular recommendations and deci- 
sions about the new authorities and practices. 

Civilian Leadership Development 

The Defense Civilian Emerging Leaders Program (DCELP), as authorized by the 
NDAA for Fiscal Year 2010, fills a critical need by focusing on a corporate scale on 
developing civilian leaders at the entry and mid-level. We recognize the need for an 
improved model to attract, retain, and develop civilian leaders to support pipeline 
readiness and enhance bench strength. We conducted a gap analysis between exist- 
ing programs and requirements, and designed a framework to create a new program 
to recruit and develop new civilian leaders, using proven models such as the Presi- 
dential Management Fellows program. Recognizing the financial environment and 
to ensure we have a sound programmatic framework, we implemented a DCELP 
pilot in September 2011 with 103 participants at the General Schedule (GS) 7 
through 11 level from the Acquisition, Financial Management, and Human Re- 
sources career fields. A second cohort, which expands our intake to 180 participants, 
will begin before the end of 2012. 

This new DCELP is additive to the Department’s current leadership programs, 
which include the Executive Leadership Development Program (ELDP) and the De- 
partment of Defense Senior Leader Development Program (DSLDP). DSLDP was es- 
tablished in 2008 to meet emergent leadership needs and provides a competency- 
based approach to the deliberate development of senior civilian leaders (GS 14 or 
15 and equivalent grades) with the enterprise-wide perspective needed to lead orga- 
nizations and programs and achieve results in the joint, interagency, and multi-na- 
tional environments. We are pleased to report that DSLDP is soon graduating its 
second cohort and just commenced its fourth cohort. DSLDP is a critical feeder pipe- 
line for executive talent. Established in 1985, ELDP provides mid-level civilians 
(GS-12 through GS-14 and equivalent grades) with an extensive exposure to the 
roles and mission of the Department and our Interagency partners and, an in- 
creased understanding of, and appreciation for, today’s warfighters through inten- 
sive hands-on field experiences. Both programs are aligned with the 21st century 
competency framework and designed to ensure application of critical leader com- 
petencies and have garnered success for their target senior grade populations. These 
highly competitive Department-wide programs will serve as building blocks for the 
new leader development framework. 

In addition to the programs just mentioned, another critical building block in this 
arena is training managers and supervisors. Pursuant to the NDAA for Fiscal Year 
2010, the Department has established a holistic training curriculum and baseline 
learning objectives for each training topic. We have piloted and launched our first 
course, focusing on new supervisors. Our attention has turned to developing the cur- 
riculum for refresher training, which the NDAA requires occur at least every 3 
years. The refresher pilot will take place in May 2012. Following that, we will de- 
velop and then launch for Departmental use training for managers — those who su- 
pervise other supervisors. All courses will be launched this year. Also, we are 
partnering with 0PM and vendors to design assessment and developmental tools 
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that will help predict interest and success for aspiring and current supervisors. 
Those assessment tools are planned for use by May 2012. 

Senior Mentors ! Highly Qualified Experts 

In April 2010, in response to media and congressional concern, the Secretary 
issued policy guidance regarding how the Department may acquire certain advisory 
services from retired senior officials — the so-called senior mentor (SM) policy. The 
guidance prohibits contracting for mentoring services and directs that senior men- 
tors must be employed as Federal officials under the specific Highly qualified Expert 
(HQE) appointing authority, which subjects them to certain Federal ethics rules and 
salary limits. The NDAA for Fiscal Year 2011 formalized the requirement that sen- 
ior mentors be hired as HQEs, and comply with all applicable Federal laws and reg- 
ulations on personnel and ethics matters. 

In November 2010, the Deputy Secretary of Defense issued a memorandum direct- 
ing all HQE-SMs position descriptions be revised within 30 days, requiring all 
HQE-SMs complete the public disclosure forms. In addition, all HQE-SMs were to 
submit completed public disclosure forms within 30 days of the position description 
being updated, but no later than January 12, 2011. Accordingly, all HQE-SM either 
separated or completed the public financial disclosure form as of January 12, 2011. 
Currently, the Department has 34 HQE-SMs on board, and approximately 164 
HQEs total while Congress has authorized 2,500, and the number of HQEs has de- 
clined by 8 percent since December of last year. As a result of ongoing efficiency 
initiatives, the total number of HQEs will change as functions are discontinued. 

To further ensure SM services are acquired in strict compliance with Department 
policies, the Defense Federal Acquisition Regulation Supplement (DFARS) incor- 
porated the prohibition on contracting for SM services in DFARS 237.102-72 issued 
on November 24, 2010. After a Department-wide audit, the Department of Defense’s 
Inspector General reported on October 31, 2011, that the Department complied with 
these new policies for hiring senior mentors as HQEs. 

As a result of these changes, the Department has successfully balanced the crit- 
ical need for SM services with the public’s need for confidence in the integrity of 
the program. We are committed to ensuring consistency and transparency in the use 
of SM across the Department. Further, as we greatly value the contributions of our 
SM to the training and professional development of our current and future Joint 
and Service commanders, we believe this policy provides the rigorous oversight re- 
quired for the proper employment of these experts. 

Civilian Expeditionary Workforce 

The Department is working to better employ the talents of our civilian workforce 
to meet expeditionary mission challenges, including those not directly related to war 
fighting. Global security challenges require adequate civilian capacity to conduct 
complex operations, including those missions that require close military-civilian 
planning and cooperation in theater. Since 2001, approximately 50,000 Department 
civilians have been involved in contingency operations around the globe. Currently, 
approximately 4,800 civilian employees are serving in the CENTCOM theater. 

'The Department institutionalized the Civilian Expeditionary Workforce (CEW) to 
provide deployable civilian experts to support military operations, contingencies, 
emergency operations, humanitarian missions, disaster relief, and stabilization and 
reconstruction operations. The CEW is designed to enhance the Department’s ability 
to work alongside and help build the capacity of partner defense ministries and pro- 
vide surge support where needed. Since June 2010, CEW deployments have in- 
creased by 56 percent, from 171 deployed civilians to 388 as of the end of February 
2012. Civilians deployed under the CEW receive general and theatre-specific, urban 
training, and are eligible for the same health care benefits in-theatre as deployed 
military personnel, including medical evacuation and access to hospital services. 

With the support of Congress, we have obtained important incentives and benefits 
to help compensate for the inherent risks of deployment. The Department continues 
to identify pertinent issues and propose fully integrated solutions to ensure force 
health protection, surveillance, deployment benefits, and medical care for civilians 
who have been injured, wounded, or have contracted diseases while deployed in sup- 
port of contingency operations. We have worked in partnership with 0PM, the De- 
partment of State, and the DoL to ensure all similarly-situated Federal civilians re- 
ceive consistent and equitable benefits commensurate with the risks of deplo 3 unent. 
In this endeavor, working with our partner agencies, we developed proposed legisla- 
tion to provide a standard benefits package for all Federal employees. 

More work is underway to transform the CEW program mission. Consistent with 
the Department’s strategic direction, the goal is to implement an enduring solution 
which will enable the CEW to achieve a rapid response capability in support of all 
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Combatant Commands. The transformation will include consolidation of four key 
functions across the Department, including: 

• Policy formulation that enables standard, DOD-level instructions for the 
deployment of civilians that will allow sufficient flexibility to meet future 
demand and ensure personnel are identified for potential deployment in any 
event; 

• HR Servicing that provides end-to-end lifecycle support, from recruitment 
to separation; 

• Management support for arranging travel; performing audience targeted 
training; conducting final medical screening and vaccinations; providing 
passport services and travel voucher training; issuing travel orders, uni- 
forms, and equipment; tracking time and attendance during deployment; 
and providing redeployment services; and 

• Payroll support allowing for a centralized payroll function to ensure 
standardized policies and administration. 

These efforts will help transform the capability of the CEW to efficiently support 
future contingency staffing needs to unify and improve the efficiencies in support 
of operations. 

Workforce Shaping 

The Department has long experience managing a civilian workforce in transition. 
Beginning with the first installation closures in the mid-1960s, our predecessors for- 
mulated a strategy for maintaining a relatively stable workforce despite the insta- 
bility that is inherent in major downsizing and restructuring. The centerpiece of 
that strategy was, and continues to be, the Priority Placement Program (PPP). 
Through this vital program, we have retained the skills of more than 258,000 
transitioning civilian employees by matching them with Department job vacancies. 
During the last 25 years, which have been largely defined by five Base Realignment 
and Closure rounds and a workforce reduction of 30 percent our overall objective 
has been to reshape the Department as efficiently and humanely as possible. By 
maintaining constant focus on this goal, we have been able to develop a broad-based 
career transition assistance program to complement the PPP. 

In view of the efficiency initiatives implemented by former Secretary Gates, ongo- 
ing efforts by Secretary Panetta to further streamline, and the specter of even deep- 
er spending cuts, it is very unlikely that involuntary separations can be avoided in 
fiscal years 2012 and 2013. Although the scope of involuntary separations is uncer- 
tain at this time, we will fully exploit all available tools and resources to minimize 
the human impact of force restructuring while maintaining mission readiness. 
Under our current plan, the civilian workforce will decrease in size from about 
764,300 full-time equivalents (FTEs) to 756, 800 in fiscal year 2013. This represents 
a reduction of about 1 percent, and is approximately 2 percent lower than our fiscal 
year 2011 actual execution of 771, 300. Absent additional constraints, the workforce 
will gradually decrease to 738,000 FTEs by fiscal year 2017. 

Federal agencies are required to use standard reduction-in-force (RIF) procedures 
when reorganization, lack of work, shortage of funds, or insufficient personnel ceil- 
ings necessitate separating or demoting civilian employees. When RIF becomes nec- 
essary, employees compete for retention based on several factors established by law 
and regulation. These factors include tenure, veterans’ preference, length of service, 
and performance ratings. Together, these factors determine each employee’s RIF re- 
tention standing. 

During periods of force reductions, the Department’s policy is to use voluntary 
separation programs to the maximum extent possible prior to imposing any involun- 
tary actions. The most familiar and publicized of these are Voluntary Separation In- 
centive Pay (VSIP) and the Voluntary Early Retirement Authority (VERA). The Sec- 
retary has independent authority to allow up to 25,000 VSIP buyouts annually. This 
figure, which does not include incentives paid in conjunction with Base Realignment 
and Closure (BRAG), has thus far been sufficient to meet our needs. Although there 
is no limit on the number of VERAs, the use of this authority can be constrained 
by the VSIP limit, since employees who elect VERA frequently also take VSIP. 

The Department also partners with the DoL to provide downsizing and restruc- 
turing installations outplacement assistance under the Workforce Investment Sys- 
tem (WIS). The WIS is administered through the various State One-Stop Career 
Centers, and includes assistance such as retraining, career counseling, testing, and 
job placement assistance. While working constantly to refine and enhance existing 
force shaping tools, the Department will continue to seek regulatory and legislative 


iThis represents an overall reduction from 1,070,000 in 1987 to 751,000 in 2012. 
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changes to further assist affected civilian employees in transitioning to other posi- 
tions, careers, or to private life. 


HEALTH AFFAIRS 

The Military Health System provides extraordinary care on the battlefield to our 
servicemembers — both preventing illness and injury to those in harm’s way, and 
rapidly treating those who are wounded. The performance of our military medical 
system in a time of war continues to set new standards for battlefield survival rates, 
the reintegration of many who are wounded back into their units and for returning 
those who need additional care back to the United States. 

In addition to these successes, the military health system provides access to care 
for over 9.6 million beneficiaries, no matter where they live. We provide this access 
through our direct health care system and through our managed care support con- 
tracts. This health care benefit is justifiably one of the finest in the county and is 
an appropriate benefit for those who serve our county. However, the costs of pro- 
viding this care continue to increase more rapidly than overall inflation. For a num- 
ber of years, and through several administrations, there have been continuous, in- 
cremental steps taken to reduce the rate of growth in the costs of healthcare. 

The Department is pursuing a balanced, four-pronged approach by which all 
stakeholders share responsibility for improving the health of our population and the 
financial stability of the system of care. Our four approaches — moving from a sys- 
tem of healthcare to one of health; continuing to improve our internal efficiencies; 
implementing provider payment reform; and rebalancing cost-sharing — are further 
described below. In some instances, they reflect efforts already underway, or new 
initiatives that the Department is implementing within existing legislative and reg- 
ulatory authorities. 

Moving from Healthcare to Health 

The Department of Defense’s military medical leaders are leading a strategic ef- 
fort to move our system to one that promotes and sustains the optimal health of 
those we serve, while providing world class healthcare when and where it is needed. 
Central to this effort are the Department’s investments in initiatives that keep our 
people well; that promote healthy lifestyles; and that reduce inappropriate emer- 
gency room visits and unnecessary hospitalizations. 

Over the last 2 years, the Department introduced the Patient-Centered Medical 
Home and over 2.2 million are currently enrolled. We are beginning to see the bene- 
fits of this new model of care with decreases in emergency room visits; increased 
compliance with provider directions and drug prescriptions; and increased patient 
satisfaction for those enrolled. We’ve also placed behavioral health staff within these 
medical homes, improving access with reduced stigma, for our patients needing the 
support of mental health providers. A valued component of the medical home is the 
introduction of secure patient-provider email communications, allowing our patients 
to directly communicate with their medical providers without the need for a physical 
visit to the clinic. In 2013, we will continue to expand this model to all of our pri- 
mary care clinics in the military health system, and increase the tools available to 
patients to help manage their own care. 

Aligned with that initiative is the introduction of a 24/7 nurse advice line for all 
stateside beneficiaries based on our effective use of this approach for our military 
beneficiaries in Europe. This will provide beneficiaries with around-the-clock access 
to toll-free nurse advice services. When the caller requires follow-up care, this serv- 
ice will provide direct appointing services for beneficiaries enrolled to TRICARE 
Prime in our military treatment facilities. We will implement this added service this 
year. 

In moving from healthcare to health, we have also engaged the broader DOD com- 
munity — line leaders, commissaries, dining facilities, schools and child development 
centers. By changing menus, promoting better food choices and healthy lifestyles we 
will encourage healthy lifestyle changes. The First Lady, Michelle Obama, recently 
visited one of our leading installations. Little Rock Air Force Base, to highlight the 
progress we have made. 

Finally, we have taken a number of steps to support preventive services. Our 
TRICARE beneficiaries — whether enrolled to TRICARE Prime or in TRICARE 
Standard — have no copayments for recommended preventive services, such as influ- 
enza immunizations. 

The “Healthcare to Health” element of our strategy will not produce immediate 
cost savings. Nonetheless, based on early results from our efforts, as well as experi- 
ence in the private sector, we are confident that these, and other ongoing enhance- 
ments to the TRICARE program, will produce improvements to health that also 



23 


“bend the cost curve.” In the longer term, it is the strategy most likely to produce 
the greatest amount of savings to our system. 

Internal Efficiencies 

Over the last 24 months, we have reduced internal costs by decreasing head- 
quarters administrative overhead, reviewing more cost-effective governance models, 
jointly purchasing medical supplies and equipment, and directing patients to lower 
cost venues for medications. 

Last year, the Secretary of Defense directed specific efficiency targets across the 
Department. As a result, over the last 11 months we have reduced or eliminated 
contractor support in the Office of the Assistant Secretary of Defense (Health Af- 
fairs) and the TRICARE Management Activity (TMA). Overall savings from internal 
efficiencies are projected to provide $259 million in savings for fiscal year 2013. 

In June 2011, the Deputy Secretary of Defense established a Task Force on Mili- 
tary Health System (MHS) Governance, with the purpose of evaluating options for 
the long-term governance of the MHS as a whole; governance in those areas where 
more than one Service operates medical treatment facilities — referred to as multi- 
Service markets, and governance for the National Capital Region (NCR). In late 
September, the Task Force provided their recommendations, after which senior De- 
partment leaders including Chairman of the Joint Chiefs of Staff began review of 
the Task Force recommendations. 

Implementation of any organizational efficiencies resulting from this Task Force 
has been placed on hold at the direction of Congress, subject to a review by the 
Comptroller General and Congress. We will provide congressional committees with 
the information requested regarding the Task Force work, and will develop more de- 
tailed cost and savings estimates for any eventual governance model. The Deputy 
Secretary of Defense approved and released a “way ahead,” on March 2, and while 
we are still awaiting the Government Accountability Office (GAO) report, we are 
prepared to answer any additional questions you may have. 

The Department has accelerated tri-service processes to standardize and jointly 
acquire medical supplies and equipment. We project savings that grow from $31 mil- 
lion in fiscal year 2012 to more than $69 million in fiscal year 2017. We have also 
engaged with our beneficiaries who have chronic medical conditions and high utili- 
zation of prescription drugs. Through a targeted outreach campaign, we have redi- 
rected a significant number of our patients from retail network pharmacies (our 
most expensive outlet) to home delivery — an option that is more economical for the 
government and the beneficiary, and has been shown to increase drug compliance. 

Provider Payment Reform 

We are committed to identif 3 dng greater efficiencies and cost savings in all areas 
of our operations. In addition to internal efficiencies we can achieve through reorga- 
nization and consolidation, we are also seeing significant savings through a number 
of initiatives we have introduced in the last several years. These include the imple- 
mentation of the outpatient prospective payment system; further use of Federal ceil- 
ing prices for acquisition of pharmaceutical products; a redirection of patients to our 
TRICARE mail order pharmacy — where prescription drugs are less expensive to 
both the government and patients, and is shown to increase patient adherence to 
their medication regimen; and the policy changes we made for reimbursement to se- 
lect hospitals and health plans in the TRICARE network. 

The Department has undertaken a broad-based, multi-year effort to ensure all as- 
pects of our provider payments for care purchased from the civilian sector are 
aligned with best practices in Medicare and in private sector health plans. The most 
notable efforts have included implementation of changes to the outpatient prospec- 
tive payment system (OPPS) and reform of payment to Sole Community Hospitals. 

OPPS is modeled after the payment process that Medicare uses for similar health 
care services — setting a fixed fee per procedure, inclusive of provider and institu- 
tional charges for care. To allow medical facilities to transition to this new method 
of payment, TRICARE phased in the reimbursement levels over 4 years, with the 
full implementation of this policy set to occur in 2013. In fiscal year 2012, we project 
$840 million in savings, and $5.5 billion over the fiscal years 2012-2017. 

Our provider payment reform for Sole Community Hospitals was approved by 
Congress in the NDAA for Fiscal Year 2012. This reform is also phased-in over time, 
producing a projected $31 million in savings in fiscal year 2012, but growing to more 
than $108 million in savings by 2017. 

In the area of purchasing prescription drugs, in 2009 we instituted a process for 
obtaining discounts on drugs distributed through retail network pharmacies. Known 
as Federal Ceiling Prices (FCP), prescriptions purchased under FCP are at least 24 
percent less than non-Federal Average Manufacturer prices. In 2012, the FCP pro- 
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gram will save the Department over $1.6 billion, and will grow to almost $2 billion 
in savings by 2017. 

Beneficiary Cost-Shares 

In addition to the focus on internal and external efficiencies, our proposed budget 
introduces changes to the health care out-of-pocket costs for our beneficiaries. 

I want to make three critical points related to these proposals. First, even ac- 
counting for these proposed fee changes, the TRICARE benefit will remain one of 
the finest health benefits available in the country, with among the lowest bene- 
ficiary out-of-pocket costs available to anyone — and certainly lower than costs by 
other Federal Government employees. We believe that is appropriate and properly 
recognizes the special sacrifices of our men and women in uniform, past and 
present. 

Second, these proposals were developed within the Department, and represent the 
input and consensus of our uniformed leadership. They have endorsed these pro- 
posals, and believe that we have appropriately balanced the need for a superb ben- 
efit that assists with both recruitment and retention of an All-Volunteer Force with 
our need to sustain a cost-effective approach for the long-term. 

Third, we recognize that some beneficiary groups should be insulated from in- 
creases in out-of-pocket costs. We propose to exempt those servicemembers, and 
their families, who were medically retired from military service, as well as the fami- 
lies of servicemembers who died on active duty. We also propose to establish cost- 
sharing tiers, with lower increases for retirees based on their retirement rank. More 
junior enlisted retirees, for example, will experience the lowest dollar increases in 
out-of-pocket costs. Finally, we have also avoided any changes in cost-sharing for ac- 
tive duty families with the exception of prescription drug copayments obtained out- 
side of our medical treatment facilities (MTFs). Prescription drugs distributed with- 
in MTFs will continue to be free of charge for all beneficiaries. 

For over 15 years, patient out-of-pocket costs were either frozen or decreased. This 
was true for all beneficiary categories — active duty families; retirees under age 65 
and their families; and retirees and their families who are Medicare-eligible. Last 
year, we introduced very modest changes in one segment of our population — increas- 
ing TRICARE Prime enrollment fees for retiree families by $5/month. We further 
recommended that these enrollment fees be indexed so that future increases con- 
tinue to be modest and beneficiaries can plan for them. We greatly appreciate Con- 
gress’ support for these proposals in the fiscal year 2012 budget, and have imple- 
mented those fee changes in the current year. 

For fiscal year 2013, we propose additional changes to fees across a broader set 
of programs. Although last year’s changes were a necessary step, the Federal budget 
crisis and the need to balance cost reduction efforts throughout the Department ne- 
cessitate these actions begin in 2013, with most changes phased in over time. The 
following sections provide a high-level overview of the proposed changes in bene- 
ficiary out-of-pocket costs, and Table 3 summarizes the proposed phased-in fees 
through 2017, followed by the estimated indexing of the proposed fees through 2022. 
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Table 3 

New TRICARE Proposals 

TRtCARE Prime forWorttno Aq 8 Retirees funder Age 65) 

As part of the Pf 2013 President's Budget, the Department will seek additional increases in the TRICARE Prime (Health 
Maintenance Organization (HMO) type plan) enrollment fees in order to bring the beneficiary cost share closer to the originai levels 
mandated by Congress when the program was established. These increases will be phased-in over a 4-year period and will be 
tiered based on the amount of the beneficiary's military retirement pay. 

Below displayed are die proposed fees by fiscal year for the three tiers of retired pay. After FY 2016, the enrollment fees will be 
indexed to Increases in National Health Expenditures (NHE), The retired pay tiers will also be indexed to ensure beneficiaries are 
not pushed into a higher tier as a result of annual cost-of-living (COLA) increases. The construct and tiering are generally based on 
recommendations of the 2007 Task Force on the Future of Military Health Care. 


TRICARE Prime Annual Family Enrollment Fees (Individual Fees = 50%) 


Retired Pay 

FY 2012 1 

FY2013 


FY2015 

FY 2016* 

FY 2017 

Tier1:$0- 

$22,569 


$600 

$660 

$760 

$850 

$693 

Tier 2; $22,590 
-$45,178 

$460/$520 

$720 

$920 

$1,165 

$1,450 

$1,523 

Tiers: $45,179 
& above 

$460/$S20 

$820 

$1,120 

$1,535 

$1,950 

$2,048 


* Indexed to medical inflation (National Health Expenditures) after FY 2016 


TRICARE Standard and Extra for Working Aoe Retirees (under Age 66) 

The TRICARE Standard and Extra (fee-for-service type) benefit programs currently have no enrollment fees and modest annual 
deductibles of $150 per individual and $300 per family. For FY 2013, the Department proposal will seek to implement an annual 
enrollment fee and increase deductibles. These increases displayed in below will be phased-in over a 5 year period and will then be 
indexed to increases in NHE. 


TRICARE Standard/Extra Fees/Deductibles 


Annual 

Enrollment 

Fees 

FY2012 




FY 2016 

mm 

Individual 

$0 

$70 

$65 

$100 

$115 

$130 


$0 

$140 

$170 

$200 

$230 

$250 

Annual 

Deductibles 











$230 

$260 

$290 

Family 

$300 

$320 

$400 

$460 

$520 

$580 


• Indexed to medical inflation (National Health Expenditures) after FY 2017 


TRICARE-tor-Llfe Benefit (TFLI Benefit Program for Retirees aoe 6S and Older 

Like almost all Americans, upon reaching age 65, TRICARE beneficiaries must enroll in Medicare and begin paying Medicare Part B 
(outpatient care coverage) premiums. With Part B coverage. Medicare typically covers only 60 percent of eligible health care 
services and some people choose to be covered by "Medigap" or other private insurance policies to lower cost-sharing and receive 
addHional coverage. Enacted in 2001 , the TFL program acts as a second payer plan for TRICARE benefidaries covering the costs 
not paid by Medicare. While the average ‘‘Medigap" plan with comparable coverage carried premiums $2,100 per individual in 2009, 
there are currently no annual fees for TFL coverage. As part of the FY 2013, President’s Budget, the Department is proposing to 
implement modest annual fees for TFL coverage. These fees will be phased in over a 4-year period and use the same tiering based 
on the benelidary’s retired pay along with the same indexing and exemptions as the proposed TRICARE Prime fees. The table 
below displays the proposed TFL fees by fiscal year for the three tiers of retired pay. 


TRICARE-for-Life Annual Enrollment Fees - Per Individual 


Retired Pay 

FY 2012 


FY 2014 

FY2015 

FY 2016* 


rier1:$0- 

$22,589 

$0 

$35 

$75 

$116 

$150 

$158 


$0 

$75 

$150 

$225 

$300 

$317 

Tier 3. $45,179 
& above 

so 

$115 

$225 

$335 

$450 

$475 


* Indexed to medical inflation (National Health Expenditures) after FY 2016 
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Pharmacy Co-Pavs 

This proposal will adjust pharmacy co-pay structure for retirees and active duty family members to incentivize the use of mail order 
and generic drugs. Prescriptions will cor^tinue to be filled at no cost to beneficiaries at Military Treatment Facilities (MTFs). No fees 
would continue to apply to prescriptions for active duty service members. Proposed co-pays for prescriptions filled through the 
TRICARE retail and mail order pharmacy programs follow. 


Pharmacy Co-Pays 


Retail - 1 
month fill 

FY 2012 

FY 2013 

FY 2014 

FY 2015 

FY 2016 

FY2017 

Generic 

$5 

$5 

$6 

$7 

$8 

$9 

Brand 

$12 

$26 

$26 

530 

$32 

$34 

Non-Formularv* 

$25 

N/A 

N/A 

N/A 

N/A 

N/A 

Mail-Order • 3 
month fill 







Generic 

$0 

SO 

$0 

$0 

SO 

$9 

Brand 

$9 

$26 

$28 

$30 

$32 

$34 

Non-Formulary* 

$25 

$51 

$54 

$58 

$62 

$66 

Military 

Treatment 

Facilities 

No Change - Still $0 Co-Pay 


* Non-Formulary pharmaceuticals will have limited availability in retail pharmacies 


Catastrophic Cap 

In order to maintain the adjusted beneficiary cost share, the annual catastrophic cap $3,000 per family will also be indexed to NHE 
and exclude enrollment fees. Finally, to protect the most vulnerable, these proposals exempt sunrivors of members who die on 
active duty and medically retired arxl their family members from these increases. However, it should be noted that even once the 
proposal is fully implemented, the TRICARE Prime program remains a very generous benefit with the average beneficiary cost 
share well below the original 27 percent of health care costs when the program was fully implemented in 1996. 


Fee increases for TRICARE programs. The following proposed changes represent 
increases from existing patient out-of-pocket costs: 

• TRICARE Prime Enrollment Fees. We propose to raise the enrollment 
fees in 2013 for retired servicemembers and their families between $80- 
$300 per year, based on the retirement pay of the servicemember, and con- 
tinue to provide similar increases through 2017. 

• TRICARE Deductibles. We propose to increase deductibles for the 
TRICARE Standard program for retired servicemembers and their families 
beginning in fiscal year 2013. TRICARE deductibles have not been changed 
since before the TRICARE program was introduced, having last been ad- 
justed over 20 years ago. 

• TRICARE Pharmacy Copays. We propose to increase pharmacy copay- 
ments for generic, brand name, and non-formulary prescriptions in both the 
retail and mail order settings, although we will continue to offer significant 
incentives for beneficiaries to elect mail order over retail pharmacy net- 
works. This change is proposed for all non-active duty beneficiaries, to in- 
clude active duty family members. Prescription drugs obtained in military 
hospitals and clinics will continue to be provided without copay for any 
beneficiaries. 

New fees for TRICARE programs. Our proposed budget also calls for the introduc- 
tion of new fees not previously part of the TRICARE program. 

• TRICARE Standard/Extra Enrollment Fee. We propose to introduce an 
annual enrollment fee in TRICARE Standard/Extra for retired 
servicemembers and their families. This enrollment action will require 
beneficiaries to elect their preferred primary benefit coverage — TRICARE 
Prime, TRICARE Standard, or other health insurance offered through an 
employer. The proposed fee for 2013 will be $40/year for an individual re- 
tired beneficiary, or $140 per retired family. 

• TRICARE For Life (TEL) Enrollment Fee. When TEL was introduced in 
2002, there was no enrollment fee in the program, only a requirement that 
beneficiaries be enrolled in Medicare Part B to enjoy their TFL benefit. 
Medicare Part B was always a step that we recommended our retirees elect, 
and prior to 2002, over 95 percent of eligible military retirees were enrolled 
in Medicare Part B. The TFL benefit has reduced beneficiary out-of-pocket 
costs by thousands of dollars per year in copayments or Medicare supple- 
mental health insurance plan payments. The proposed TFL enrollment fees, 
similar to the TRICARE Prime enrollment fees, are tiered, based on an in- 
dividual’s retirement pay — and range from $35 to $115 per beneficiary per 
year. 

• Exclusion of Enrollment Fees from the Catastrophic Cap. We propose 
that enrollment fees, which had previously accumulated toward a retiree’s 
catastrophic cap limit, will not be counted toward the cap beginning in 
2013. 
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• Indexing all fees beginning in 2014. In addition to the indexing of the 
TRICARE Prime enrollment fee, which is already indexed, we propose to 
index other beneficiary out-of-pocket costs identified in this set of proposals, 
to include the TRICARE Standard deductible, TRICARE Standard enroll- 
ment fee, TFL enrollment fees, pharmacy copayments, and catastrophic 
caps. 

These proposed changes continue to be modest by historic standards of cost-shar- 
ing in the TRICARE program. In 1994, when TRICARE was originally created, a 
working age retiree’s family of three contributed approximately 27 percent towards 
the total cost of their care; today that percentage has dropped to 10 percent. Even 
with these proposed changes, the percentage would still remain helow the percent- 
age originally set by Congress, averaging approximately 14 percent of range of over- 
all health care costs in 2017 — and stabilizing at that level for the out-years. 

These adjustments are an important step to setting the TRICARE benefit on a 
more sustainable path that maintains the quality of the medical benefit for future 
generations. Moreover, the overwhelming majority of these adjustments will be 
phased in over a 4- to 10-year period and will be appropriately indexed to ensure 
future sustainability and guarantee transparency. These proposals — one element of 
a four-pronged effort at cost control — will help shift us toward more effective and 
cost-efficient processes that will allow us to provide better care while meeting our 
obligations to help reduce our budgets. 

Wounded Warriors 

The 2007 revelations regarding Walter Reed were a stark wakeup call for us all. 
In the nearly 5 years since, the Department has worked in tandem with VA to im- 
prove policies, procedures, and legislation that impacts the care of our wounded 
warriors. As a result of efforts in both Departments and in Congress, we have 
reached important milestones in improving care for our wounded warriors. These 
milestones include a new disability evaluation system and improved case manage- 
ment that are the result of a programmatic cohesion with the VA that is better than 
ever before. More so than at any time in our Nation’s history, separating service- 
members are greeted by more comprehensive mental and physical care; by greater 
opportunity for education, and by a deeper societal commitment to ensuring their 
welfare. 

Disability Evaluation System ! Integrated Disability Evaluation System 

The genesis of the Disability Evaluation System (DES) was the Career Compensa- 
tion Act of 1949. The DES remained relatively unchanged until November of 2007 
when, as a result of public concern and congressional interest, the joint DOD and 
VA Senior Oversight Committee (SOC) chartered a DES Pilot designed to create a 
“servicemember-centric” seamless and transparent DES, administered jointly by the 
DOD and VA. 

The Pilot launched at the three major military treatment facilities (Walter Reed, 
Bethesda, Naval Medical Center, and Malcolm (j-row) in the NCR on November 21, 
2007 and successfully created a seamless process that delivers DOD benefits to 
wounded, ill and injured servicemembers and VA benefits to servicemembers as 
soon as possible following release from duty. We found the DES Pilot to be a faster, 
fairer, more efficient system; and, as a result, in July 2010, the SOC co-chairs (Dep- 
uty Secretary of Defense and Deputy Secretary of Veterans Affairs) directed world- 
wide implementation to start in October 2010 and to complete in September 2011. 
On December 31, 2010, the first Integrated Disability Evaluation System (IDES) 
site became operational, which marked the end of the pilot, and the name was for- 
mally changed to the IDES. 

The IDES, similar to the pilot, streamlines the DES process so that the member 
receives a single set of physical disability examinations conducted according to VA 
examination protocols, proposed disability ratings prepared by VA that both DOD 
and VA can use, and processing by both Departments to ensure the earliest possible 
delivery of disability benefits. Both Departments use the VA protocols for disability 
examination and the proposed VA disability rating to make their respective deter- 
minations. DOD determines fitness for duty and compensates for unfitting condi- 
tions incurred in the line of duty (title 10), while VA compensates for all disabilities 
incurred or aggravated in line of duty during active military, naval, or air service 
for which a disability rating of 10 percent or higher is awarded, and also determines 
eligibility for other VA benefits and services (title 38). The IDES permits both De- 
partments to provide disability benefits at the earliest point allowed under both ti- 
tles. servicemembers who separate or retire (non-disability) may still apply to the 
VA for service-connected disability compensation. 
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In summary, the IDES features a servicemember-centric design, a simplified proc- 
ess, more consistent evaluations and compensation, a single medical exam and dis- 
ability rating, seamless transition to Veteran status, case management advocacy, 
and establishment of a servicemember relationship with the VA prior to separation. 
It also provides increased transparency through better information flow to 
servicemembers and their families and a reduced gap between separation/retirement 
from Service to receipt of VA benefits. As of January, IDES enrollment is 23,602 
servicemembers (66 percent Army, 14 percent Marines, 10 percent Navy, 10 percent 
Air Force). Since November 2007, cumulative enrollment has been 40,911, with 
12,640 completing the queue and receiving benefits. Including return to duty cases 
in the process. Active component member IDES completion time averages 380 days 
as of January 2012, RC members average 441 days, and the Guard averages 371 
days. These averages are above our targeted goals but still are significantly lower 
than the 1940-era legacy system it replaced which averaged an estimated 540 days 
by combining DOD and VA systems. 

This past year, the Department partnered closely with the VA to implement the 
IDES at all 139 sites worldwide; however, we recognize the need to do better in the 
areas of timeliness to complete the process. This year our focus will be on such time- 
liness improvements. We have made significant policy adjustment to remove effi- 
ciency impediments, made procedural improvements, enhanced oversight and assist- 
ance to the Military Departments, and added resources that should improve Mili- 
tary Department performance in this area. We will enhance our emphasis on leader- 
ship, execution, and resourcing the IDES to handle increased volume while decreas- 
ing the time spent in the process. 

In addition, the Departments are looking closely at the stages of the system that 
are outside of timeliness tolerances and are developing other options to bring these 
stages within goal. We are committed to working closely with Congress to explore 
new initiatives to further advance the efficiency and effectiveness of the disability 
evaluation process. 

Recovery Coordination Program 

The Recovery Coordination Program (RCP) was established by the NDAA for Fis- 
cal Year 2008 , and was further defined by the Department of Defense Instruction 
(DODI) 1300.24, entitled “Recovery Coordination Program.” Together these provide 
a comprehensive policy on the care and management of recovering servicemembers, 
including the assignment of a Recovery Care Coordinator (RCC) to help wounded, 
ill, and injured servicemembers and families through the phases of recovery, reha- 
bilitation and reintegration. The policy also provides for standardized training, and 
a caseload ratio of not more than 40 recovering servicemembers per RCC. 

Currently, there are 171 RCCs in 84 locations worldwide, placed within the Army, 
Navy, Marines, Air Force, U.S. Special Operations Command, and Army Reserves. 
More than 3,800 servicemembers and families have the assistance of an RCC, whose 
responsibilities include ensuring the servicemember’s non-medical needs are met, 
and assisting in the development and implementation of the Comprehensive Recov- 
ery Plan (CRP). Each RCC receives more than 40 hours of Department-sponsored 
standardized training, including information on roles and responsibilities and con- 
cepts for developing the CRP. Additionally, we are now beginning to train Army 
“Advocates” in order to bring their program into compliance with the legislative 
mandate that every recovering servicemember be provided a DOD-trained RCC. 
RCC training is continually enhanced based on feedback from participants. After the 
October 2011 training, 90 percent of students rated the instruction and course mate- 
rials as “excellent.” 

Over the past 5 years, we have added $26,953 million, resulting in increased num- 
bers of RCCs available to provide care coordination to our recovering service- 
members. Looking ahead, each Military Service will continue to identify and re- 
source their requirements for additional RCCs. In addition to standardized training 
for RCCs, the CRP has expanded to include several other portfolios, many of them 
identified as key priorities for the non-medical care management of recovering 
servicemembers during a Wounded Warrior Care Coordination Summit held in 
March 2011. 

The Wounded Warrior Education and Employment Initiative (E2I) operates on a 
regional basis and engages recovering servicemembers early in the recovery process 
to identify skills they have, career opportunities that match those skills, and any 
additional skills they might need to be successful. The process is overseen by Re- 
gional Managers currently located in five regions across the United States. The E2I 
process also relies on collaboration with the VA, which is governed by a Memo- 
randum of Understanding to provide VA’s vocational rehabilitation services earlier 
in the recovery process than ever before. 
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The Operation Warfighter program (OWF) also supports this White House priority 
by placing wounded, ill, and injured servicemembers in Federal internship opportu- 
nities that positively impact their rehabilitation and augment career readiness by 
building resumes, exploring employment interests, obtaining formal on-the-job train- 
ing, and gaining valuable Federal Government work experience. There are currently 
more than 500 OWF interns working in approximately 75 Federal agencies and sub- 
components around the country, with a total of more than 2,500 placements in 105 
agencies and subcomponents since the inception of the program. The program is also 
supported by five Regional Coordinators placed across the country. Going forward, 
the Regional Coordinators will continue to focus on local and regional outreach to 
strengthen relationships with Federal agencies to improve and enhance internship 
and employment opportunities for wounded, ill and injured servicemembers. 

The Warrior Athletic Reconditioning Program (WARP) engages wounded, ill and 
injured servicemembers early in individualized physical activities outside of tradi- 
tional therapy settings, inspiring recovery and encouraging new opportunities for 
growth and achievement. This new initiative will be implemented throughout the 
Department. WARP partners include the Service chiefs from each branch of the 
Military, as well as the United States Olympic Committee. WARP goals include in- 
creasing awareness and participation in adaptive sports at the Service-level, as well 
as preparing athletes for participation in competitive events such as the Warrior 
Games. 

These measures when taken together, substantially and materially affect the life 
experience of our men and women in uniform and the families who support them. 
Our work to improve the care of wounded warriors, especially as they transition 
from DOD to VA, is the core of our efforts to provide those who have sacrificed so 
much with the care and benefits they deserve. Despite the significant achievements, 
we should not underestimate what remains to be done as we care for a new genera- 
tion of veterans who have served under very difficult circumstances for sustained 
periods. We will continue to work with our colleagues at VA and throughout the 
government to provide our servicemembers with the highest quality care and treat- 
ment. Taking care of our wounded, ill and injured servicemembers is one of the 
highest priorities for the Department, the Service Secretaries, and the Service 
Chiefs. 


TOTAL FORCE SUPPORT 


Military Family Policy 

One of the four overarching principles of the Defense strategy is to preserve the 
quality of the All-Volunteer Force and not break faith with our men and women in 
uniform or their families. Despite difficult economic circumstances necessitating 
budget reductions across all levels of government, the Department remains com- 
mitted to providing military families with support programs and resources that em- 
power them to address the unique challenges of military life. To this end, the Sec- 
retary of Defense has directed that Family Programs and Mental Health Care be 
maintained as a priority for the Department. 

The Department conducted a Front End Assessment of family programs and non- 
medical mental health care. The purpose of the review was to ensure that mission 
critical needs would be met for family programs or mental health care during the 
next 5 years. To ensure efficiency of programs, without redundancy, programs were 
reviewed with the intent of identifying, comparing and contrasting methods of pro- 
gram delivery. 

These efficiencies did not cut programs for servicemembers or their families but 
resulted in a more cost-effective approach to program delivery. The review identified 
the following efficiencies. 

• Maximized use of military family life consultants (MFLC) and Military 
OneSource counselors; 

• Limited number of full-time rotational personal MFLC financial coun- 
selors due to identified overlaps with Services’ programs, while allowing the 
capability for surge support through the MFLC program; and, 

• Right-sized MyCAA program based on new eligibility criteria, which re- 
duced the number of eligible spouses. 

Some key programs and initiatives are: 

• Spouse Education and Career Opportunities: The DOD Spouse Education 
and Career Opportunities (SECO) program is a holistic, spouse-centric ini- 
tiative designed to meet the needs of all military spouses as they explore 
portable career interests and strive to overcome common barriers to their 
education and career goals. One of the components of SECO is the My Ca- 
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reer Advancement Account (MyCAA) that provides eligible military spouses 
with tuition assistance as they pursue requirements for a portable career. 
The Department has also expanded upon the Army’s Spouse Employment 
Partnership program model. A significant number of “Fortune 500 Plus” 
employers now participate in the Military Spouse Employment Partnership 
(MSEP), with over 150,000 jobs posted on the www.MSEPJobs.com web 
portal and 15,000 spouses hired by MSEP employers. We are expanding the 
portal to include a new function which automatically matches posted spouse 
resumes to posted employer job openings. We are also instituting an elec- 
tronic MSEP partner application and streamlining the vetting and approval 
process. These enhancements will allow companies to become partner em- 
ployers more quickly. Webinars and online training resources are helping 
new schools and employers to improve their understanding and support for 
military spouse employees who seek employment continuity and upward ca- 
reer growth as they relocate to new duty stations. 

• Voluntary Education Opportunities: During fiscal year 2011, our Vol- 
untary Education program helped fund 866,788 enrollments by over 

300.000 servicemembers, which resulted in 44,692 diplomas and 528 certifi- 
cations/licensures. servicemembers are “blending” their course work, taking 
both traditional and online courses, with approximately 73 percent of 
servicemembers taking some courses online. Due to this, we now require all 
post-secondary institutions participating in the DOD Tuition Assistance 
program to follow certain standards of conduct; we are tracking compliance 
and monitoring to ensure there is continuous quality improvement. 

• Family Readiness Programs: With budget and personnel reductions we 
can expect an increase in stress-related demand for support from our mili- 
tary families and we are prepared to meet that demand using the wide 
range of family support programs and partnerships. This includes devel- 
oping virtual applications for the delivery of what has traditionally been in- 
person support, and providing surge capability. The Department is working 
closely with the Services to reduce redundancy and increase efficiency. For 
instance, we are in the process of developing a new community capacity- 
building toolkit and online professional development modules to streamline 
the training and development of our family support staff, and improve ca- 
pacity. The last Military Family Readiness Council meeting was held in De- 
cember 2011. We are identifying new members and working in coordination 
with the military Services to select spouses and/or parents to represent 
their Services. The next MFRC is projected to be during the third quarter 
of fiscal year 2012. 

• Non-Medical Counseling: Demand for non-medical counseling continues 
to increase, and access to non-medical counseling is a Department focus 
area. We continue to enhance confidential non-medical counseling via two 
delivery systems, the Military Family Life Consultants (MFLC) and the 
Military One Source (MOS) Program. Non-Medical Counseling augments 
the military support programs currently in place, and is designed to help 
servicemembers and families cope with normal reactions to the stressful sit- 
uations created by deployments, family separations, war, and reintegra- 
tion.. MOS non-medical counseling is offered by licensed clinicians who 
have private practices in the local community. The MFLC program began 
as a pilot in 2004, and today, more than 1,100 MFLCs provide confidential 
non-medical counseling support on 229 installations throughout the world. 
In fiscal year 2011, the program provided face-to-face counseling sessions 
to approximately 6.6 million people. At a commander’s request, additional 
MFLCs may also be mobilized and deployed to provide “surge” counseling 
support. Non-medical counseling is provided by licensed clinicians who are 
deployed to installations and are assigned to work at the family centers, 
child development centers, youth centers, schools, and are embedded into 
brigades. 

• Military OneSource (MOS): MOS provides call center and web-based in- 
formation, referral, counseling, and educational materials. Services are 
available worldwide, 24 hours a day, at no cost to the user. In fiscal year 
2011, MOS responded to almost a million telephone calls, received 3.6 mil- 
lion online visits and assisted servicemembers and families with over 

200.000 Federal and State teix filings. Other MOS services include reloca- 
tion assistance, document translation, child care and education resources, 
special needs consultation, elder care consultation, on-line library resources, 
and health and wellness coaching. Accessed via MOS, the Wounded Warrior 
Resource Center (WWRC) provides immediate assistance to wounded, ill. 
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and injured servicemembers, their families, and caregivers. In 2011, WWRC 
resolved 3,056 cases for wounded warriors, an increase from 2010. 

• Family Advocacy Programs (FAP): The FAP addresses physical, sexual, 
and emotional abuse and neglect involving Active component military per- 
sonnel and family members either as victims or abusers. We evaluate the 
effectiveness of FAP through rates of child abuse and neglect and spouse/ 
intimate partner abuseand outcome measures for prevention and treatment. 
Through 10 years of high stresses on our families due to wartime deploy- 
ments, our rates of such family maltreatment have remained relatively sta- 
ble; however, we continue to monitor this carefully. For 2 consecutive years, 

85 percent of those who participated in our New Parent Support Program 
for at least 6 months had no substantiated child abuse or neglect the fol- 
lowing year, and 90 percent of substantiated spouse abusers who completed 
FAP treatment had no substantiated spouse abuse the following year. 

• Child Care: The Department continues to expand child care capacity that 
supports RC families while the servicemember is deployed, geographically- 
dispersed active duty military families, and servicemembers living in areas 
in the continental United States where on-installation military child care 
is unavailable. Ongoing efforts are focused on ensuring the availability of 
child care options that meet quality standards, including health and safety 
standards and standards for developmentally-appropriate practices. 

• Youth Programs: Faced with their own unique challenges, military youth 
aged 6-18 can turn to a number of quality programs serving more than 
600,000 military youth around the world designed to prepare young people 
to meet the challenges of military life, adolescence, and adulthood. We have 
developed relationships with other Federal agencies and nationally-recog- 
nized organizations such as the Boys and Girls Clubs of America and the 
USDA’s 4-H Youth Development Program. Through these relationships, we 
offer more than 300 camp opportunities each year for military youth, and 
are a vital component of our support to geographically-dispersed youth of 
the NG and RCs. 

Special Needs 

The Department and the Military Services continue to provide support to military 
families with special needs. During the last 2 years, 120 additional family support 
personnel have heen hired and deployed to installations worldwide; we now have a 
total of over 400 providers who provide information, referral and education to fami- 
lies with special needs. The Exceptional Family Member Program (EFMP) family 
support component also provides non-clinical case management to those families 
who need additional assistance with accessing services on the installation and in 
their local communities. The Office of Community Support for Military Families 
with Special Needs developed a mobile website, accessible from smart phones; that 
website provides military families with information on the EFMP and contact infor- 
mation for enrollment and family support providers. The mobile website also pro- 
vides podcasts and links to other materials available to military families with spe- 
cial needs. 

The Department engages with military families with special needs by partici- 
pating in the Congressional Military Family Caucus sessions and reviewing input 
from families during focus groups and online. We also established an EFMP family 
panel composed of ten families who represent all military Services, active duty, and 
RCs, and ranks. Family members with special needs are of all ages (children 
through adults) and with a wide variety of disabilities. Their issues range from ac- 
cess to medical care, availability of comparable services in the public schools, and 
lengthy waiting lists for Federal and State programs. 

To address the needs of this population, the Office of Special Needs has partnered 
with the DOD children and youth programs to provide training through Kids In- 
cluded Together© on the inclusion of children with special needs into children and 
youth programs. They have also partnered with the TRICARE Management Activity 
to communicate better with families about their benefits and accessing care, and to 
support them with portability of care during moves. 

DOD-State Initiatives 

The Department continues to work with State governments to educate policy- 
makers on the life-challenges faced by servicemembers and their families, and to en- 
sure that State-level policies do not disadvantage militaiy families due to their tran- 
sient life style. States have addressed several key quality of life issues, to include 
the impact of frequent school transitions experienced by military children, the loss 
of income by spouses as a result of military moves, and enforcement of the Congres- 
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sionally-mandated DOD predatory lending regulation. The State responses have af- 
firmed their commitment to the well-being of the Nation’s fighting force. For exam- 
ple, 39 States have approved the Interstate Compact on Educational Opportunity 
for Military Children, 39 States (plus DC) now provide eligibility for unemployment 
compensation to military spouses, and 34 States (plus DC) enforce the DOD preda- 
tory lending regulation. The Department is continuing this effort in the 2012 State 
legislative sessions with strong emphasis on support of military families through the 
issues listed above. We are also promoting expedited occupational licensure proc- 
esses to allow military spouses to resume their work faster in a new State, and pro- 
visions for separating servicemembers to receive credit for their military education, 
training and experience toward a State occupational license or an academic degree. 
The Department is continuing to partner with the Uniform Law Commission to in- 
form State legislators of the Uniform Military and Overseas Voters Act which sim- 
plifies the absentee voting process by making it more uniform, convenient and effi- 
cient. This year we are advocating for States to consider establishing Veterans 
Treatment Courts for servicemembers and Veterans in the criminal justice system 
who are suffering substance abuse and mental health issues. 

MWR Support to Troops in Combat: 

Support is critical to allow servicemembers to communicate with family and 
friends, stay physically and mentally fit, and reduce stress. The Department now 
funds over 514 free MWR Internet Cafes in Iraq and Afghanistan and 135 portable 
satellite units (known as Cheetahs) to support remote locations. The DOD MWR On- 
line Library offers free downloads of audio and e-books, and access to up-to-date 
recreation, education and career transition support databases. 

The ability of injured servicemembers to engage in recreation and sports is a very 
important component of rehabilitation and reintegration. Under a contract with 
Penn State University, MWR specialists are trained to work with medical personnel, 
wounded warrior units, and community and non-profit organizations to ensure in- 
clusive and adaptive sports and recreation are included in recreation programs. The 
DOD Paralympics Program continues to provide rehabilitation support and men- 
toring to injured servicemembers and veterans who have sustained various types of 
injuries. 

We remain fully committed to supporting the All-Volunteer Force and their fami- 
lies, particularly in light of the unprecedented demands that have been placed on 
them in recent years. 

The Department continues to pursue innovations, initiatives, and efficiencies that 
improve the quality of life of its military members and their families. With your con- 
tinued support, our military force will remain ready, willing and able to serve this 
Nation with distinction. 

Military Voting 

The Department is well positioned for the 2012 election, building on its consider- 
able success in the 2010 election efforts. Through direct-to-the-voter outreach pro- 
grams, easy and quick online voting assistance tools, and ag^essive communica- 
tions and marketing programs, we experienced a 21 percent increase in military 
voter participation rates between 2006 and 2010. The Department is refining and 
expanding those programs for the 2012 election, as well as providing direct support 
to State and local election jurisdiction which deploy online ballot delivery systems, 
reducing ballot delivery time from 20 to 30 days to 20 to 30 milliseconds. 

Department of Defense Education Aetivity 

Ensuring excellence in the education of military children is a top priority for Sec- 
retary Panetta and the entire Department. A quality education is both a stabilizing 
influence in the lives of our children and their families and an overall recruitment, 
retention and morale element in the readiness of our Force. There are 1.2 million 
school-aged children with a parent serving in the military. Nearly 86,000 of these 
children attend one of the schools operated by the Department of Defense Education 
Activity (DODEA). Not unlike other parents, military families frequently say that 
the quality of their children’s education is one of the most important criteria when 
selecting a place to live. The demands of extended conflict and frequent relocations 
add to the challenges faced by military families. While they are often described as 
a resilient group, the cumulative effects of multiple moves and significant parental 
absences can erode this resilience and, as the research suggests, diminish academic 
performance in school. 

The DODEA schools offer a 21st century, student-centered learning environment 
that is tailored to meet the needs of military families. To this end, DODEA is lean- 
ing forward and providing military-connected children an educational experience 
that challenges each student to maximize his or her potential and prepares them 
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to be successful, productive and contributing citizens in today’s global economy. 
DODEA also is mobilizing its knowledge, expertise, and resources to support mili- 
tary-connected children in the U.S. public schools. 

The Department has made a number of sweeping commitments to improving the 
educational experience for military children. Some of these far-reaching commit- 
ments are highlighted below: 

• DODEA has joined 46 States in the adoption of the Common Core State 
Standards. Today, the differences between State educational standards, in- 
cluding variances in graduation requirements, can and have negatively im- 
pacted achievement for military children. The Common Core State Stand- 
ards will help mitigate this academic disruption and provide greater con- 
tinuity in the educational experiences of our highly mobile children. 

• DODEA has launched a vibrant Virtual Learning program which includes 
the use of tele-presence equipment in classrooms, to expand course offerings 
for students. No longer will small enrollments and limited course offerings 
at one DODEA school significantly drive the educational experience of stu- 
dents. Student interests and needs now have considerable influence. 
Through virtual learning, students have access to courses such as Advanced 
Placement, foreign language, and STEM-related courses that simply would 
not be possible in some locations. 

• DODEA is adopting a 21st century teaching and learning framework, 
where technology is leveraged to improve the educational experience of chil- 
dren. Ten middle and high schools will be using a digital instruction plat- 
form on a pilot basis. As we leverage technology in our learning environ- 
ments, we will need to make a significant investment in the professional 
development of our teachers and leaders. 

• DODEA is modernizing and replacing school facilities to ensure that mili- 
tary children have school facilities that are safe, secure, in good repair and 
provide an optimal learning environment that supports current and future 
educational requirements. In fiscal year 2013, DODEA requested $657 mil- 
lion for 11 school Military Construction projects. 

• DODEA has ramped up its outreach to U.S. public schools to improve the 
educational experience for students in non-DODEA schools. Since 2008, 
DODEA has provided 146 grants totaling $167 million to school districts, 
in over 900 schools. All grants focus on enhancing student learning opportu- 
nities, social-emotional support, and educator professional development. 

As we move forward with Force structure changes, DODEA will continue to work 
with the Military Services to right-size schools in the affected communities, will 
keep students in the forefront, and will stay focused on delivering an excellent edu- 
cation and supporting our families. DODEA will ensure a “warm-hand off’ to the 
U.S. public schools who may be receiving an influx of military-connected students. 
Further, we will leverage our civilian workforce shaping tools to provide continuity 
of employment for all those who wish to continue with their Federal careers. 

The Department is charged with the responsibility and privilege of educating the 
children of our Nation’s military. We know full-well the toll that war, conflict and 
frequent movements have exacted from our servicemembers and their families. The 
Department is committed to ensuring that the education of the children of 
servicemembers will not be among the many sacrifices our families must make to 
defend our great Nation. 

Defense Commissaries 

The commissary continues to be one of the most popular benefits with military 
members and families and is an efficient provider of non-pay compensation to our 
military personnel. Operated by the Defense Commissary Agency (DeCA), this inte- 
gral element of the total compensation package significantly contributes to the fi- 
nancial readiness of our military families. An average family of four that consist- 
ently shops at the commissary will save nearly $4,500 per year by taking advantage 
of the 32 percent savings on their overall purchases. The commissary further en- 
hances financial readiness as a major employer of military spouses and family mem- 
bers. Last fiscal year, 39 percent of DeCA employees in the United States were mili- 
tary spouses or other family members; and the total rises to 63 percent when includ- 
ing military retirees, other veterans, and members of the Guard and Reserve. While 
enhancing military families’ quality of life, the commissary also provides an excel- 
lent return on investment. Last fiscal year, the commissary provided direct savings 
to commissary customers of $2.8 billion for a teixpayer cost of $1.4 billion, a 2-for- 
1 return. DeCA implemented efficiency reductions in fiscal year 2012 and there are 
no plans for additional budget reductions at this time. 
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CONCLUSION 

Putting together this year’s budget request in a balanced package was a difficult 
undertaking, but I believe we have the right mix of programs and policies in place 
to shape the force we need in support of the strategic guidance. We will reduce the 
rate of growth of manpower costs, to include reductions in the growth of compensa- 
tion and health care costs. But as we take those steps, we will continue to keep faith 
with those who serve. 

During the past decade, the men and women who comprise the All-Volunteer 
Force have shown versatility, adaptability, and commitment, enduring the constant 
stress and strain of fighting two overlapping conflicts. They have also endured pro- 
longed and repeated deployments. Some — more than 46,000 men and women — have 
been wounded, and still others — more than 6,200 members of the Armed Forces — 
have lost their lives. As the Department reduces the size of the force, we will do 
so in a way that respects and honors these sacrifices. 

Senator Webb. Thank you very much, Dr. Rooney. 

Secretary Hale, welcome. 

STATEMENT OF HON. ROBERT F. HALE, UNDER SECRETARY 

OF DEFENSE, COMPTROLLER, AND CHIEF FINANCIAL OFFI- 
CER 

Mr. Hale. Thank you, Mr. Chairman, Senator Graham, members 
of the subcommittee. Let me underscore Dr. Rooney’s thanks to all 
of you for the support of our men and women in uniform and the 
civilians who support them. 

I am going to focus on some budget aspects of the personnel 
budget with just a few overall numbers. 

We have asked Congress for $525.4 billion of discretionary budg- 
et authority in fiscal year 2013. If you adjust that for inflation, it 
is a 2.5 percent real decline, the third consecutive year of real de- 
cline in the defense budget. As you look beyond fiscal year 2013, 
the budget is basically fiat in real terms or slightly up. 

To get to this request while also remaining consistent with title 
I, the non-sequestered title of the BCA, we reduced overall defense 
spending by $259 billion in the next 5 years, our budget period 
2013 to 2017, compared to the last year’s plan. We took three steps 
to reduce our plan funding. 

First, more disciplined use of defense dollars by eliminating 
lower priority programs and through efficiencies, including some 
cutbacks in contractor workforce. 

Second, we propose force structure changes to carry out a new 
defense strategy, particularly important to this subcommittee. For 
example, our military will be smaller and leaner, especially our 
ground forces which will no longer be sized to carry out large, pro- 
longed operations such as the one we undertook in Iraq. On the in- 
vestment side, we made a number of decisions to fund high priority 
programs, cyber, special operations, for example, but also restruc- 
tured and reduced investments for many weapons systems. 

Third, and I know of particular importance to this subcommittee, 
the budget continues to fully support America’s All-Volunteer Force 
even in the face of the BCA. We fully funded personnel, took a 
number of steps, funded family support programs fully. 

But we also carefully reviewed and slowed the growth in military 
pay and benefits. 

Let me expand on just two aspects of this budget in my oral 
statement. 
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The new 5-year budget plan calls for a reduction in end strength, 
Active end strength of about 100,000 and 20,000 in the Reserve 
components, mostly in our ground forces. To achieve these substan- 
tial end strengths, the Army will eliminate at least eight brigade 
combat teams; the Marine Corps, six battalions, four tactical air 
squadrons. There will be significantly smaller cuts in the Navy and 
the Air Force. Altogether these force structure reductions will save 
us about $9 billion in fiscal year 2013 compared to last year’s plan, 
$53 billion over the FYDP, so we are about 20 percent with those 
on the way toward being consistent with the BCA. 

We made substantial changes in investment — the cuts in this 
budget were disproportionately on the investment side — and 
pushed for more disciplined use of resources through streamlining 
and efficiencies. But it did not get us to where we needed to be. 

In the end — and it was in the end — we made a decision to ad- 
dress military pay and benefits issues to avoid what we viewed as 
overly large cuts in force structure and investment. Our assess- 
ment took note of important trends in military pay and benefits. 
Pay and benefits, defined as military personnel and health care 
and some others, are up over 87 percent since 2001, 30 percent 
more than inflation, while the Active Duty end strength grew by 
only 3 percent during that period. 

While we strongly believe that changes are needed in military 
pay and benefits, we also believe they must take into account some 
vital principles. The military compensation system has to recognize 
the unique stress of military life. We cannot simply copy the civil- 
ian system. It must enable us to recruit and retain needed per- 
sonnel. We judged that it should be disproportionately small in 
terms of the amount of the savings. So our total savings were about 
10 percent of the target we were working toward under the BCA, 
military pay and benefits more than a third of our budget. No one’s 
pay can be cut. Growth can be slowed, but no pay cuts, no freezes. 

Now, statements by other witnesses have described the proposals 
to reduce the size of our out-year pay raises, increase fees and 
deductibles for retirees, and raise pharmacy copays in ways that 
increase incentive to buy by mail order and to use generic drugs. 
I am not going to go over those again. 

But I would like to do a couple of things, and I would like to cor- 
rect first a misimpression we created. I am sorry Senator Ayotte 
is not here because I did not do a very good job. I did not have a 
chance really when I testified before the Senate Budget Committee, 
and she asked a question about what we were doing for fees of our 
civilian personnel — health care fees. 

While the President’s budget does not propose changes in the 
mechanism for fees charged to Federal civilian employees and retir- 
ees, those fees are tied to private sector insurance costs. Those fees 
have increased substantially over recent years, more than doubling 
for some large cuts over the last decade, and they are almost cer- 
tain to continue to grow. Moreover, even when our proposed in- 
creases in military fees are fully in place, the military fees will re- 
main substantially less than the ones charged to Federal civilian 
employees and retirees. So this budget does require increases for 
Federal civilian personnel and substantial ones. 
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Perhaps the most important point regarding our military com- 
pensation proposals is this, the proposals have the full support of 
our military leaders and that includes all the members of the Joint 
Chiefs, the senior enlisted, and advisors, and they have indicated 
that support in a formal letter sent to Congress earlier this year. 

Several of our proposed compensation changes require legislative 
authority. None can be put into effect without your support. We 
fully recognize that. But if that support is not forthcoming — and 
you asked me to be candid, Mr. Chairman, so I will be — what keeps 
the CFO up at night — further cuts in forces and investment will be 
required of us to remain consistent with the targets of the BCA. 
Even if somehow we fit in changes in 2013, I have to worry about 
2014 through 2018, and those cuts get bigger in that period. 

If, for example. Congress turned down all of our compensation 
proposals and we offset that hole in our budget with additional 
force cuts, we would have to cut roughly another 60,000 troops by 
2017. We might look at other ways and we probably would. But 
just to give you an idea of the magnitude, these additional cuts 
would surely jeopardize the new defense strategy that we have just 
recently put in place. 

As this point suggests, our budget is a balanced, interconnected 
whole. I very much ask that you consider it as such. 

Mr. Chairman, thank you again for your support of our troops 
and to all the subcommittee members for support of our troops and 
for the opportunity to testify today. When the witnesses are done, 
I welcome your questions. 

[The prepared statement of Dr. Hale follows:] 

Prepared Statement by Hon. Robert F. Hale 

Mr. Chairman, Senator Graham, members of the subcommittee, thank you for the 
opportunity to join you this afternoon. I will not repeat the thorough statements 
presented by the Department’s other witnesses. I would like to discuss selected per- 
sonnel and readiness issues in the context of the Department’s budget request for 
fiscal year 2013. 

The fiscal year 2013 budget for the Department of Defense (DOD) responds to two 
broad factors. First, to be consistent with Title I of the Budget Control Act of 2011, 
it reduces defense funding for fiscal year 2013 to fiscal year 2017 by $259 billion 
compared with last year’s plans. We started by culling $45 billion from our spending 
plans in fiscal year 2013, resulting in a request for $525.4 billion in discretionary 
budget authority. Adjusted for inflation, that is a reduction of 2.5 percent compared 
to the enacted budget for fiscal year 2012 — the third consecutive year of real decline 
in the Defense budget. 

Second, our proposed budget for fiscal year 2013 reflects the new defense strategy 
that we announced in January. That strategy has been documented in a white paper 
issued in January. The budget implements this new strategy in four key ways: 

• We seek to make more disciplined use of defense dollars. Key changes in- 
clude streamlining in the Office of the Secretary of Defense and defense 
agencies, rephasing of military construction projects in view of force struc- 
ture changes, further IT consolidations, efforts to improve our purchasing 
activities, and continued efforts to improve financial management and 
achieve audit readiness. 

• Our budget proposes force structure and investment changes that are 
consistent with the new strategy. Our military will be smaller and leaner, 
but also ready and agile. We continue to invest in high priority areas such 
as Special Operations Forces, cyber, and unmanned aerial vehicles. How- 
ever, reflecting strategy and good management along with budgetary limits, 
we propose to restructure and reduce investments in programs including 
the Joint Strike Fighter, shipbuilding programs, the Army Ground Combat 
Vehicle program, and the SSBN-X submarine program. We terminate six 
weapon programs in this budget proposal. 
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• We continue full support for America’s All-Volunteer Force, which is the 
very foundation of our military strength. But we carefully review and slow 
the growth in military pay and benefits. 

• Finally, we provide full support for our warfighters in combat through 
our request for funding for Overseas Contingency Operations. 

Our budget proposal for fiscal year 2013 needs to be considered as a whole. It pro- 
poses changes that are balanced in order to be consistent with both our new strat- 
egy and good management. We hope that Congress will be cautious in making 
changes lest the revised version fail to fully support our new strategy or the current 
budgetary limits. 

Finally, while this budget is consistent with Title I of the Budget Control Act, it 
does not accommodate the sequestration that could occur under Title III of that Act. 
Sequestration could have devastating effects on defense activities. It would force us 
to revisit our strategy and could lead to involuntary separations of personnel, reduc- 
tions in readiness, and the disruption of numerous investment programs. We still 
have time to avert sequestration, and the President’s fiscal year 2013 budget rep- 
resents a path to doing so. We urge Congress to enact a large, balanced program 
of deficit reductions and then enact legislation to halt the sequestration. 

In addition to this brief overview of our fiscal year 2013 request, I want to men- 
tion three specific considerations as they relate to personnel and readiness. 

BUDGETARY IMPORTANCE OF FORCE STRUCTURE CUTS 

The first of these involves force structure changes. Consistent with our strategy 
and budgetary limits, we assume there will be force structure cuts, primarily in 
ground forces. Our strategy envisions a force that is smaller and leaner and that 
no longer maintains forces sized for large, prolonged stability operations. 

Specifically, the new 5-year budget plan calls for an end strength reduction of 
about 72,000 Army soldiers and about 20,000 marines by fiscal year 2017. This will 
result in an Army of 490,000 soldiers and a Marine Corps of 182,100 marines. To 
accommodate these reductions, the Army will eliminate a minimum of eight brigade 
combat teams, and the marines will disestablish six battalions and four tactical air- 
craft squadrons. 

There will be smaller cuts in the Navy and Air Force. The Navy will be retiring 
11 older vessels, and the Air Force will cut 7 TACAIR squadrons. By fiscal year 
2017, the Navy’s Active-Duty end strength will be reduced by 6,200 to a force of 
319,500 sailors, and the Air Force will lose 4,200 airmen, to bring their total to 
328,600. 

We will also be reducing end strength in the Reserve components by 21,500 by 
fiscal year 2017. This will result in a total Reserve Force of 825,600, with Navy Re- 
serve, Air Force National Guard, and Army National Guard components experi- 
encing the greatest force reductions. There will be no reduction to the Marine Corps 
Reserve. 

Altogether, compared to last year’s plans, force structure reductions will save 
about $53 billion over the FYDP and $9 billion in fiscal year 2013 alone. Most of 
these savings reflect reduced operating costs but there are some investments sav- 
ings as well. 

These force structure changes mean that we need to consolidate our infrastruc- 
ture. The President will ask Congress to authorize the Base Realignment and Clo- 
sure (BRAC) process for 2013 and 2015. We recognize the political difficulty associ- 
ated with the BRAC process, but it is the only effective way to achieve needed infra- 
structure savings. 

BUDGETARY IMPORTANCE OF PAY AND BENEFIT CHANGES 

The second item I want to mention is the budgetary importance of pay and benefit 
changes. Since 2001, the cost of military pay and benefits has grown by over 87 per- 
cent (30 percent more than inflation), while Active Duty end strength has grown by 
about 3 percent. We felt we had to review pay and benefits to avoid overly large 
reductions in forces and investments. 

As my colleagues have noted, the military and civilian leadership considered 
changes in pay and benefits based on several guiding principles. To begin with, the 
military compensation system must take into account the unique stress of military 
life. It should not simply be a copy of civilian systems. The system must also enable 
us to recruit and retain needed personnel. We must keep faith with our military 
personnel. That means changes to the system of pay and benefits that do not cut 
anyone’s pay. We propose to slow the rate of growth, not to institute pay freezes 
or pay cuts. 
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Changes affecting pay and compensation were designed to be disproportionately 
small when compared to the changes in forces and investments. While pay and ben- 
efits account for about one-third of the Defense budget, savings from the initiatives 
we are proposing will amount to about $29 billion over the FYDP, which is slightly 
more than 10 percent of our savings target. 

As our acting Under Secretary for Personnel and Readiness indicated, we plan 
military pay raises in fiscal years 2013 and 2014 consistent with the Employment 
Cost Index. In later years increases will be lower, but by then servicemembers and 
their families will have had time to plan. Over the 5 years of the FYDP, this ap- 
proach will realize total savings of about $16.5 billion. 

We have also proposed changes in the cost-sharing formula for health care. This 
will mostly affect retirees and, especially, retirees who are under the age of 65 and 
are still in their working years. We have exempted those who are medically retired 
and survivors of those killed on Active Duty. Our proposed changes save about $12.9 
billion over the next 5 years. Dr. Rooney’s statement expands on these changes, and 
I will not repeat them here. 

However, I do want to emphasize one very important point that Dr. Rooney has 
made. Changes in cost sharing represent only one of the key steps that we are tak- 
ing to improve health care and to hold down cost growth. We are also working to 
improve overall health care — moving from health care to health. We are reducing 
internal costs by cutting administrative overhead at headquarters and buying more 
effectively. We have significantly reduced payments to our civilian providers in 
order to slow the growth in health care costs. 

I also want to note that, while our budget does not change the formula for enroll- 
ment fees for Federal civilian employees or civilian retirees, those fees have and are 
increasing. Fees for civilian employees and retirees are tied to private-sector plans 
and increase with increases in health care costs. It is important to note that fees 
paid by civilian employees and retirees will remain substantially higher than those 
paid by military retirees even after all of the changes proposed for military retirees 
have taken effect. 

Our health care proposals, and all of our proposals for military compensation, 
have the full support of our military leaders — including both officer and enlisted 
leaders. These leaders have supported these changes in a letter to each of our over- 
sight committees. 

Several of our proposed changes in pay and benefits will require legislative au- 
thority. For instance, we need authority to exempt survivors of members who die 
while on Active Duty or military disability retirees and their families; to establish 
an annual TRICARE Standard enrollment fee for most retirees and their families; 
and to introduce an annual enrollment fee for TRICARE For Life beneficiaries. 
While these particular proposals require legislation, we need your support for all of 
these important changes. 

If Congress does not provide us with needed support, we will face a major problem 
that would jeopardize our defense strategy. Without needed authority, we will face 
further cuts in forces and investment to be consistent with the Budget Control Act. 
Because our budget proposal already makes substantial reductions in the invest- 
ment accounts, further cuts might fall mostly on forces. If, for example. Congress 
did not support any of our proposed changes to pay raises and health care, and we 
elected not to make further cuts in investment, we would be required to increase 
the size of our force reductions by roughly half. That could mean cutting roughly 
another 60,000 Active Duty and Reserve Forces by fiscal year 2017. Additional force 
cuts of this magnitude would jeopardize our ability to pursue the new defense strat- 
egy. 


READINESS 

The third and final concern that I would raise today is the matter of readiness. 
Our strategy calls for a force that is leaner and smaller, but also agile and ready. 

Readiness is a complex topic. There is no single part of the budget that we could 
characterize as the “readiness” budget. That said. Operation and Maintenance 
(O&M) is the title most often associated with readiness. I would point out that O&M 
is the only title that would increase in the President’s budget. Total O&M increases 
by 6 percent between fiscal year 2012 and fiscal year 2013 while the overall budget 
declines by 1 percent. We believe that we have made budgetary decisions designed 
to protect the readiness of our military forces. 

When making our force structure decisions, we also favored the forces that are 
especially agile. Special Ops forces are a case in point. These forces, designed to be 
agile, continue to increase under this budget proposal. We also preferentially re- 
tained forces that can self-deploy. Accordingly, we maintained funding for a fleet 
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with long-term level of 11 aircraft carriers and 10 air wings. We also maintained 
funding for the bomber force. 


CONCLUSION 

In conclusion, I would emphasize again that our budget is an interconnected 
whole, and we ask that Congress consider it as such. 

Thank you again for the opportunity to testify this afternoon. As always, thank 
you for the support of our men and women in uniform, and the civilian employees 
who support them. I welcome your questions. 

Senator Webb. Thank you very much, Secretary Hale. 

Secretary Woodson, welcome. 

STATEMENT OF HON. JONATHAN WOODSON, ASSISTANT SEC- 
RETARY OF DEFENSE FOR HEALTH AFFAIRS AND DIRECTOR 

OF TRICARE MANAGEMENT ACTIVITY 

Dr. Woodson. Thank you, Mr. Chairman, Senator Graham, 
members of the subcommittee. Thank you for the opportunity to 
appear before you today to discuss the future of the military health 
system and in particular, our priorities for this coming year. 

Over the last 10 years, the men and women serving in the mili- 
tary health system have performed with great skill and undeniable 
courage in combat. Their contributions to advancing military and 
American medicine are immense. The military health system’s abil- 
ity to perform this mission and be able to respond to humanitarian 
crises around the world is unique among all military or non-mili- 
tary organizations on this globe. I am committed to sustaining this 
indispensable instrument of national security. 

One of the most critical elements of our strategy is to ensure the 
medical readiness of the men and women in our Armed Forces. We 
are using every tool at our disposal to assess our servicemembers’ 
health — ^before, during, and following deployment to the combat 
theaters. For those who return with injuries and illnesses, we con- 
tinue to provide comprehensive treatment and rehabilitation serv- 
ices supported by medical research and development portfolios ap- 
propriately focused on the visible and invisible wounds of war. 

Concurrent with our mission of maintaining a medically ready 
force, this ready medical force concept has many interdependent 
parts. It requires our entire medical team to be well-trained. It re- 
quires development of our physicians in active, accredited, grad- 
uate medical education programs. It requires our military hospitals 
and clinics to be operating at near-optimal capacity, and for our 
beneficiaries, it requires an active decision to choose military medi- 
cine as their preferred source of care. 

To meet these readiness imperatives means we need to compete 
with the rest of American medicine to recruit and retain top talent, 
to provide state-of-the-art medical facilities that attract both pa- 
tients and medical staff, and to sustain a high quality system of 
care. 

The budget we propose provides the resources we need to sustain 
the system. As we maintain our readiness, we also must be respon- 
sible stewards of the taxpayers’ dollars. The 2011 BCA required 
DOD to identify $487 billion in budget reductions over the next 10 
years. Health care costs could not be exempt from this analysis. 

The military health system is undertaking four simultaneous ac- 
tions to reduce costs: one, internal efficiencies to better organize 
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our decisionmaking and execution arm; two, a continuation of our 
efforts to appropriately pay private sector providers; three, initia- 
tives to promote health, and reduce illness, injury, and hospitaliza- 
tion; and four, propose changes to beneficiary costsharing under 
the TRICARE program. 

The military and civilian leaders in DOD developed these pro- 
posals and have publicly communicated their support for these pro- 
posals to you in writing and in person. 

I want to identify the core principles to which we adhered when 
developing these proposals. We believe the TRICARE benefit has 
been one of the most comprehensive and generous health benefits 
in this country and our proposals keep it that way. In 1996, mili- 
tary retirees were responsible for about 27 percent of overall 
TRICARE costs. In 2012, the percentage share of costs borne by the 
beneficiary has dropped to about 10 percent of overall costs. If 
these proposals we have put forward are accepted, beneficiary out- 
of-pocket costs will rise to 14 percent of costs by 2017. This is about 
half of what beneficiaries paid in 1996. 

Second, we have exempted the most vulnerable populations from 
our costsharing proposals. Medically retired servicemembers and 
families of servicemembers who have died on Active Duty are pro- 
tected under this principle. 

Additionally, we have introduced costsharing tiers based upon re- 
tirement pay, reducing the increases for those with lower retire- 
ment pensions. I would mention that that was led by the uniformed 
line leadership. 

Mr. Chairman, we recognize the concerns of the members of this 
subcommittee and the beneficiary organizations have voiced re- 
garding these proposals. I want to emphasize that these proposals 
are targeted to mitigate the burden on any one particular group of 
beneficiaries while simultaneously meeting our congressionally- 
mandated costsaving responsibilities under the BCA. We have re- 
cently submitted to Congress the Secretary’s recommended path 
forward for how to organize the military health system. We have 
learned a great deal from our joint medical operations over the last 
10 years. We recognize that there is much opportunity for intro- 
ducing an even more agile headquarters operation that shares com- 
mon services and institutes common clinical and business practices 
across the system of care. 

The budget we have put forward for 2013 is a responsible path 
forward to sustaining the military health system in a changing 
world and recognizes that the fiscal health of the country is a vital 
element in our national security. 

I am proud to be here with you today to represent the men and 
women who comprise the military health system. I look forward to 
your questions. 

[The prepared statement of Dr. Woodson follows:] 

Prepared Statement by Hon. Jonathan Woodson 

Mr. Chairman and distinguished members of the subcommittee, thank you for the 
opportunity to appear before you today on behalf of the men and women who com- 
prise the Military Health System (MHS) and address our strategic priorities for the 
coming year. 

We enter 2012 now having over 10 years of experience in preparing for and re- 
sponding to the consequences of war. We have seen the end of one major conflict 
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and the implementation of a concrete timeline for the drawdown of the other. Yet, 
even with these milestones in our sights, we have many challenges to address in 
the coming year, both operational and fiscal. 

I am proud of the performance of our military medical personnel on the battlefield 
and here at home. Last year, I provided this committee with some of the accom- 
plishments achieved in combat — the lowest levels of disease, non battle injury 
(DNBI) rates in warfare; the highest survival from wounds rate; the safety and 
speed of an aeromedical evacuation system that has no peer; and the treatment and 
rehabilitation of wounded warriors that is allowing ever greater numbers of our se- 
verely wounded to return to their units, or to pursue careers in the civilian sector. 

These accomplishments bear repeating. I do this not simply to honor the men and 
women who made them happen, but also to point out that the actions and lessons 
that led to these outcomes are now being replicated in trauma centers, surgical 
suites, and rehabilitation centers around the country and around the world. The 
MHS is transferring our medical knowledge gained from battlefield medicine to the 
rest of society. 

As we share our experiences with our colleagues in American medicine, we are 
also mindful of the need to look internally and assess what lessons we have 
learned — and consider how we should be organized to meet our future missions. In 
June 2011, the Deputy Secretary of Defense established an internal task force to 
study this issue. We have now also shared the task force report and the Deputy Sec- 
retary’s planned reorganization with Congress, consistent with Section 716 of the 
National Defense Authorization Act for Fiscal Year 2012. The plan we developed in- 
creases unity of effort, agility, and the opportunity for cost savings both through re- 
duced overhead and, more importantly, through the implementation of common clin- 
ical and business practices across the enterprise. Our ability to implement this 
model will enhance virtually all of the programmatic issues we discuss in the MHS 
today. 

The Department has proposed a $32.5 billion Defense Health Program (DHP) ap- 
propriation (Figure 1), reflecting a small increase from the fiscal year 2012 enacted 
budget. 


Figure 1: Fiscal Year 2013 Defense Health Program (DHP) Summary 

[In millions of dollars] 


Appropriation Summary 

Fiscal Year 
20111 
Actual 

Price 

Growth 

Program 

Growth 

Fiscal Year 
20122 
Enacted 

Price 

Growth 

Program 

Growth 

Fiscal Year 
20133 
Estimate 

Operation & Maintenance 

29,953.5 

721.7 

-89.0 

30,586.2 

859.6 

-96.6 

31,349.3 

RDT&E 

1,205.8 

22.9 

38.1 

1,266.8 

22.8 

-616.6 

673.0 

Procurement 

546.7 

12.4 

73.4 

632.5 

14.2 

- 140.2 

506.5 

Total, DHP 

31,706.0 

757.0 

22.5 

32,485.5 

896.4 

-853.4 

32,528.7 

MERHCF Receipts'* 

8,600.0 



9,470.6 



9,727.1 

Total Health Care Costs 

40,306.0 



41,956.1 



42,255.8 


Numbers may not add due to rounding 

'Fiscal year 2011 actuals include Operation and Maintenance (O&M) funding of $1,394.0 million and Research and Development funding of 
$24.0 million from the fiscal year 2011 Overseas Contingency Operations (OCO), Title IX, Public Law 112-10. 

2 Fiscal year 2012 enacted (base), excludes O&M funding of $1,215.3 million of OCO. 

3 Fiscal year 2013 estimate excludes O&M funding of $993.9 million for OCO. The Department of Defense projects $135.6 million O&M 
funding should transfer in fiscal year 2012, and $139.2 million in fiscal year 2013 to the Joint Department of Defense-Department of Vet- 
erans Affairs Medical Facility Demonstration Fund established by section 1704 of Public Law 111-84 (National Defense Authorization Act for 
Fiscal Year 2011). 

^Reflects Departmental DOD Medicare-Eligible Retiree Health Care Fund (MERHCF) for fiscal year 2011, fiscal year 2012, and fiscal year 
2013 (O&M). 

Our proposal includes realistic cost growth for pharmacy, TRICARE contracts and 
other services provided both in our medical treatment facilities (MTFs) and care 
purchased from the private sector; as well as sustained investment in medical re- 
search and development. 

I will outline the major elements of our strategy for 2013, using the Quadruple 
Aim — the MHS strategic framework — to discuss our initiatives. This framework cap- 
tures the core mission requirements of the MHS: Assure Readiness; Improve Popu- 
lation Health; Enhance the Patient Experience of Care; and Responsibly Manage the 
Cost of Care. 
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ASSURING READINESS 

The MHS continues to closely monitor the health and medical readiness of the 
military force. We have consistently witnessed improvements in the medical pre- 
paredness of our servicemembers, both Active and Reserve component. 

We have ensured that our medical forces are also ready through sustained invest- 
ments in our enlisted and officer training programs, through our comprehensive 
Graduate Medical Education (GME) programs conducted at a number of our MTF 
training platforms throughout the MHS and with select civilian partners; at the 
Medical Education and Training Center (METC) in San Antonio, TX, in our military 
medical school, the Uniformed Services University of the Health Sciences. 

We also assess the health of the force upon their return from deployment. In our 
continued commitment to ensuring the mental health of our servicemembers, the 
Department has issued policy that servicemembers deployed in connection with a 
contingency operation receive a person-to-person, privately-administered mental 
health assessment before deployment, and three times after return from deploy- 
ment. These person-to-person assessments are conducted by licensed mental health 
professionals or by designated individuals trained and certified to perform the as- 
sessments. 

As part of our monitoring of the medical readiness of the force, we also assess 
our performance in ensuring that those servicemembers who are identified as need- 
ing behavioral health services receive a referral and seek treatment. In this area, 
we have also witnessed improvement each year in both the referral for behavioral 
health services, and the rate at which servicemembers seek ongoing treatment. 

Senior leaders, both officer and enlisted, have led the effort to reduce the stigma 
associated with seeking mental health care. A DOD Mental Health Advisory Team 
(MHAT) survey from February 2011 showed that Marines who screened positive for 
mental health issues, had a substantial (and statistically significant) decrease in be- 
havioral health stigma levels from 2006. The percent of marines who agreed that 
seeking mental health care would harm their career dropped by more than 50 per- 
cent. Responses by the Marines on whether seeking mental health care would cause 
members of their unit to have less confidence in them, cause unit leaders to treat 
them differently, cause unit leaders to blame them for the problem, or cause the Ma- 
rine to be seen as weak, also saw similar statistically significant decreases. 

Together with the Department of Veterans Affairs (VA), we have developed an in- 
tegrated Mental Health Strategy that has 28 discrete strategic actions designed to 
strengthen access to clinical services, improve continuity of care across the Depart- 
ments, streamline the adoption and implementation of evidence-based practices and 
ensure our mental health providers are delivering state-of-the-art care. 

We have increased the number of behavioral health care providers over the past 
3 years and embedded more in frontline units. Along with providing care, we have 
undertaken the largest study of mental health risk and resilience ever conducted 
among military personnel. This study will identify risk and protective factors as well 
as moderators of suicide-related behaviors by 2014. The Department continues to 
improve access to behavioral health services through a number of initiatives. In fis- 
cal year 2012, we have begun the process of embedding, over a 4-year period, over 
400 behavioral health providers into our patient-centered medical homes. We en- 
hanced confidential, non-medical counseling through the Military Family Life Con- 
sultants (MFLC) and Military OneSource (MOS) programs, to include surge sup- 
port — for both deployment/reintegration points in time, as well as other crises that 
emerge on a short-notice basis, such as the Ft Hood shooting and the Japanese 
earthquake/tsunami/nuclear incident. Recent legislation now permits mobile VA Re- 
adjustment Counseling Services to provide outreach and readjustment counseling to 
active duty servicemembers. 

We have also made efforts to ensure continuity of behavioral health care for mem- 
bers in transition — to a new installation, from active to Reserve status, or to the 
VA. We offer a diverse set of services to reach those military members seeking 
greater support. One notable program — “inTransition” — was developed in response 
to the Mental Health Task Force recommendation to “maintain continuity of care 
across transitions for servicemembers and veterans,” and offers a voluntary tele- 
phonic coaching program designed to facilitate a smooth transition to a new source 
of care. AfterdepI 03 Tnent.org is another program, serving over 5,000 users monthly, 
that provides servicemembers and their families with behavioral health information 
in a setting that preserves anonymity, and offers tools to help them recognize prob- 
lematic behavioral health issues early and how to address these challenges. Re- 
cently, the VA has been using the site’s interactive workshops in their walk-in clin- 
ics. 
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Just as the Department has established a comprehensive approach to its mental 
health destigmatization efforts, we have employed the same model for our suicide 
prevention programs. The Deputy assistant Secretary of Defense for Readiness is 
standing up the Defense Suicide Prevention Office that will he staffed and resourced 
to develop, implement, integrate, and evaluate suicide prevention policies, proce- 
dures, and surveillance activities across the Department. This action specifically ad- 
dresses a key recommendation contained in the DOD Task Force Report on Suicide 
Prevention and will greatly facilitate the timely implementation of additional rec- 
ommendations contained in the report. 

The Department of Defense has made great strides in implementing early identi- 
fication and treatment programs for traumatic hrain injuries (TBIs). Through the 
work of the Defense Centers of Excellence for Psychological Health and Traumatic 
Brain Injury (DCoE), the DOD in-theater concussion policy has significantly im- 
proved the early detection of servicemembers with concussion by providing clear and 
specific guidelines for the management of acute concussions. The Department’s focus 
on TBI treatment has resulted in the standardization of 62 TBI programs at mili- 
tary treatment facilities (MTFs) in the nondeployed setting and the cultivation of 
11 concussion restoration/care centers in the deployed setting. We have also helped 
update the behavioral health curriculum for all medical technicians and corpsmen 
at our Medical Education and Training Center (METC) to ensure our knowledge 
base is advanced throughout the MHS. 

Our fiscal year 2013 program sustains the significant investments we have made 
in all of our medical research and development programs, and in particular in the 
area of TBI and Post-Traumatic Stress (PTS). The Center for Neuroscience and Re- 
generative Medicine (CNRM) is a collaborative intramural Federal program that 
bridges DOD and the National Institutes of Health (NIH) in order to catalyze inno- 
vative approaches to TBI research, and emphasizes research that is relevant to mili- 
tary populations. Our other focus areas for the Defense Medical Research and De- 
velopment Program include polytrauma and blast injury; operational health and 
performance; regenerative medicine; rehabilitation; psychological health and well- 
being for military personnel and families; and military medical training systems and 
health information technology applications. 

Within the readiness area, the health of our servicemembers is also protected 
through sound occupational health practices. This past fall, the Institute of Medicine 
(lOM) concluded its independent study of the long-term health consequences of ex- 
posure to burn pits in Iraq and Afghanistan. The lOM was unable to identify any 
long-term health risks from these exposures. Nonetheless, DOD and the VA are con- 
tinuing to monitor of the health of deployed servicemembers and veterans and pro- 
vide for a longer period of post-exposure health assessments to ensure these initial 
findings are sustained over time. 

Finally, at the core of our medical readiness posture is our people. Our recruit- 
ment of medical professionals — physicians, dentists, nurses, ancillary professionals 
and administrators — remains high. With the support of Congress, through the use 
of flexible bonuses and special salary rates, we have been able to meet most of our 
recruiting goals. Yet we recognize that competition for medical professionals will 
grow in the coming years, amidst a growing shortage of primary care providers and 
nurses. We will continue to work with Congress on potential new flexibilities to en- 
sure we remain competitive in this environment. 

IMPROVING POPULATION HEALTH 

Closely linked with our readiness mission are our efforts to improve the health 
of the entire MHS population. We are going to engage in a multi-year effort on two 
of the greatest contributors to ill health — tobacco use and obesity in our population. 

Our servicemembers use tobacco and tobacco products at a much higher rate than 
their peers; we have started to reduce tobacco use, but we plan to do more. In addi- 
tion to the existing suite of smoking cessation pharmaceuticals available at MTFs, 
and counseling services, we will soon offer the pharmaceutical benefit through our 
mail order program, and allow for a 24/7 smoking cessation line with counseling 
services over the phone. 

In the area of obesity and overweight persons, in some circumstances we reflect 
what is occurring within the larger society. Our active-duty servicemembers — as you 
would expect — do well in maintaining their weight and their fitness, and exception- 
ally well when compared to their peers. However, the influence of nutritional habits 
in the larger society is having effects on the military population and particularly 
on entry-level candidates. When those in uniform leave active service, too many re- 
verse the physical fitness habits and discipline of military service. There is a finan- 
cial cost to this; one DOD study found that $1.4 billion could be attributed to over- 
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weight and obesity-related medical problems and services. But, more importantly, 
the quality of life for our overweight and obese beneficiary population is often far 
worse than it should be as many are affected by obesity-related disease, such as dia- 
betes and heart disease. 

We have worked across the Services to develop and launch both adult and child- 
hood obesity management and prevention guidelines, emphasizing the provider’s 
role and positive steps to take in assisting and advising patients. We have also im- 
plemented a demonstration project to determine whether monetary incentives can 
be used to improve the overall health and wellness of the MHS population. We do 
not yet have the results of this demonstration project, but will report interim find- 
ings to Congress this year. Finally, we have joined with a broader set of partners 
in DOD, that includes bringing together everyone on a military installation — com- 
manders, senior enlisted advisors, the military family program leaders and medical 
personnel — in a set of initiatives aimed at further improving the fitness of our entire 
community. Our military dining halls, schools and child development centers are of- 
fering healthier food choices — both here and in Afghanistan; our commissaries and 
exchanges will help identify better nutritional choices; and we’re redesigning our 
military communities in ways that will increase exercise and fitness. 

ENHANCING THE PATIENT EXPERIENCE OF CARE 

As the MHS moves into 2012, we will re-evaluate our efforts and mission through 
the lens of enhancing the patient experience of care by focusing on maximizing the 
value we provide to our beneficiaries. 

The MHS is continuing the implementation of the Patient-Centered Medical 
Home (PCMH), a program with the principle focus of developing a cohesive relation- 
ship between the patient and the provider team. The PCMH is a transformative ef- 
fort within our system, with the potential to positively affect all aspects of our stra- 
tegic focus — readiness, population health, patient experience and per member cost. 
Begun in 2009 as a strategic initiative, the MHS has formalized through directive 
and accreditation our PCMH program. In 2011, 44 of our facilities were formally 
recognized by the National Committee on Quality Assurance (NCQA), with 93 per- 
cent recognized as Level 3 PCMHs (as compared to a private sector rate of 60 per- 
cent with Level 3 recognition). Our more mature PCMHs — at facilities throughout 
the Army, Navy and Air Force, and representing more than 25 percent of our med- 
ical homes — are achieving the outcomes we sought: improved access to care (in- 
creased percentage of the enrolled population getting an acute appointment within 
24 hours, and a routine appointment in 72 hours); improved continuity with the 
same team of providers (increased percentage receiving care from their assigned pri- 
mary care manager); and reduced emergency room utilization. In fiscal year 2012, 
we will further augment our medical homes with a 24/7 nurse advice line to offer 
both enrollees (and all beneficiaries) access to essential health information. This 
nurse advice line will be linked with MTF appointing to further improve access to 
care, and reduce bureaucratic hurdles for our patients. 

The Department has long been a national leader in developing and deploying a 
global, electronic health record (EHR). Our first EHR was put into the field in the 
late 1980s. We are now on the cusp of developing our third generation EHR — and 
the first to be co-developed with the Department of Veterans Affairs — the integrated 
Electronic Health Record (iEHR). Both DOD and the VA are encouraged by the 
progress that our interagency teams have made in refining or developing the IPO 
charter, and the principles, strategies and architectural framework for the iEHR as 
we embark upon this landmark effort. 

The DOD/VA Interagency Program Office has been rechartered to give them more 
responsibility and authority as the program execution office for the iEHR. In addi- 
tion, the VA has signed an agreement with the Defense Information Systems Agen- 
cy to move the data centers for two of VA’s regions into DOD data centers. Most 
recently, this week we announced the selection for the Director of the Interagency 
Program Office. 

As we expand the amount of health care information that we collect and share, 
we remain vigilant about the security of this sensitive health information. In the 
last year, a DOD contractor responsible for the maintenance of aspects of our elec- 
tronic health record experienced a serious security breach in which 4.9 million med- 
ical records were potentially compromised. In the wake of that incident, we have 
conducted a critical review of the contractor’s performance, as well as a review of 
our existing policies and procedures, and we have strengthened our guidance and 
future contract requirements for a number of security and encryption standards. 

Our work with the VA on the iEHR is only one element of a comprehensive strat- 
egy to further partner with the Department of Veterans Affairs. We have successful 
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joint ventures or fully integrated operations at ten locations in the United States, 
and, in addition, we are pursuing other opportunities for joint purchasing, shared 
education and training opportunities, and joint construction, where feasible. 

The Military Construction (MILCON) program continues to recapitalize our inven- 
tory of MTFs. Our current investment program was substantially increased 5 years 
ago and has been essential in facilitating the BRAC transition and continued im- 
provement of our MTFs. Both the Walter Reed National Military Medical Center in 
Bethesda, MD, and the Fort Belvoir Community Hospital in Fort Belvoir, VA, have 
opened their doors, showcasing the investments made, using evidence-based design 
standards. Construction and renovation of medical facilities in San Antonio is also 
complete. Along with other military medical facility projects in the United States 
over the last 7 years, with the support of Congress we have just completed one of 
the most transformative periods in the history of our military medicine infrastruc- 
ture. 

As budgets and force structure are reduced in the Department, we recognize that 
there is a need to reassess the size and scope of major construction projects, as we 
are currently doing with the Landstuhl Regional Medical Center in Germany. We 
will, however, sustain our commitment to the operational mission, patient-centered 
design and clinical quality, even if sizing issues are reconsidered. The recapitaliza- 
tion of military medical facilities is essential to our efforts to recapture health care 
that has migrated to the civilian sector. 

RESPONSIBLY MANAGING COST 

We are proud of our achievements in combat and peacetime medicine. We offer 
a superb benefit to our 9.7 million beneficiaries, no matter where they live, through 
our direct health care system and through our managed care support contracts. This 
health care benefit is justifiably one of the finest and most generous in the county 
and is an appropriate benefit for those who serve our country. However, the costs 
of providing this care continue to increase more rapidly than overall inflation. For 
a number of years, and through several administrations, there have been contin- 
uous, incremental steps taken to reduce the rate of growth in the costs of 
healthcare. 

In addition, the requirements of the Budget Control Act of 2011 compelled the De- 
partment to identify $487 billion in budget reductions over the next 10 years. The 
process of identifying these budget cuts was developed by the senior civilian, mili- 
tary officer and enlisted leadership from throughout the Department. Difficult 
choices were made. Over 90 percent of the cost reductions were external to per- 
sonnel compensation and benefits. Still, health care was not exempt from this proc- 
ess. The proposals being put forward in this budget appropriately balance the need 
for a superb benefit that assists with both recruitment and retention of an All-Vol- 
unteer Force with our need to sustain a cost-effective approach for the long-term. 

This administration is pursuing a four-pronged approach by which all stake- 
holders share responsibility for improving the health of our population and the fi- 
nancial stability of the system of care. 

Our four approaches — moving from a system of healthcare to one of health; con- 
tinuing to improve our internal efficiencies; implementing provider payment reform; 
and rebalancing cost-sharing — are further described below. In some instances, they 
reflect efforts already underway, or new initiatives that the Department is imple- 
menting within existing legislative and regulatory authorities. 

Moving from Healthcare to Health 

The Department of Defense’s military medical leaders are leading a strategic ef- 
fort to move our system to one that promotes and sustains the optimal health of 
those we serve, while providing world-class healthcare when and where it is needed. 

Central to this effort are the Department’s investments in initiatives that keep 
our people well; that promote healthy lifestyles; and that reduce inappropriate 
emergency room visits and unnecessary hospitalizations. These initiatives have been 
addressed in earlier parts of my testimony and include the Patient-Centered Med- 
ical Home (PCMH) initiative; the embedding of behavioral health staff within these 
medical homes; the introduction of a 24/7 nurse advice line; and our many popu- 
lation health initiatives. We have also taken a number of steps to support preven- 
tive services. Our TRICARE beneficiaries — whether enrolled to TRICARE Prime or 
in TRICARE Standard — have no copa 3 Tnents for recommended preventive services, 
such as influenza immunizations. 

The “Healthcare to Health” element of our strategy will not produce immediate 
cost savings. Nonetheless, based on knowledge of well-constructed wellness pro- 
grams in the private sector, we are confident that these, and other ongoing enhance- 
ments to the TRICARE program, will produce improvements to health that also 
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“bend the cost curve.” In the longer term, it is the strategy most likely to produce 
the greatest amount of savings to our system. 

Internal Efficiencies 

The Department has instituted internal cost reduction efforts by decreasing head- 
quarters administrative overhead; jointly purchasing medical supplies and equip- 
ment; and directing patients to lower cost venues for medications. The cumulative 
savings from all of these internal efforts for fiscal year 2013 are estimated at $259 
million. 

I have also previously noted the proposed reorganization of the MHS, following 
the work of the Task Force on Military Health System (MHS) Governance, which 
evaluated options for the long-term governance of the MHS as a whole; governance 
in those areas where more than one Service operates medical treatment facilities — 
referred to as multi-service markets, and governance for the National Capital Re- 
gion (NCR). 

Implementation of any organizational efficiencies resulting from this Task Force 
has been placed on hold at the direction of Congress, subject to a review by Con- 
gress and by the Comptroller General. We will provide congressional committees 
with the information requested regarding the Task Force work and will develop 
more detailed cost and savings estimates for any eventual governance model. After 
the Deputy Secretary of Defense approves the “way ahead,” we will be prepared to 
answer any additional questions that you have. We believe that further integration 
of health services across the Services and with the TMA are needed in order to pro- 
vide a continued high quality of care in an environment of diminishing resources 
while ensuring the preservation of the health benefit for future generations. 

Provider Payment Reform 

We are committed to identifying greater efficiencies and cost savings in all areas 
of our operations. In addition to internal efficiencies, we are also seeing significant 
savings through a number of provider pa 3 Tnent reforms that we have introduced in 
the last several years. These include the implementation of the outpatient prospec- 
tive payment system; the policy changes we made for reimbursement to select hos- 
pitals and health plans in the TRICARE network; and further use of Federal ceiling 
prices for acquisition of pharmaceuticals. 

The Department has undertaken a broad-based, multi-year effort to ensure all as- 
pects of our provider payments for care purchased from the civilian sector are 
aligned with best practices in Medicare and in private sector health plans. The most 
notable efforts have included implementation of changes to the outpatient prospec- 
tive pa 3 Tnent system (OPPS) and reform of payment to Sole Community Hospitals. 

OPPS is modeled after the payment process that Medicare uses for similar health 
care services — setting a fixed fee per procedure, inclusive of provider and institu- 
tional charges for care. In order to allow medical facilities to transition to this new 
method of payment, TRICARE phased in the reimbursement levels over 4 years, 
with the full implementation of this policy set to occur in 2013. In fiscal year 2012, 
we project $840 million in savings, and $5.5 billion over the fiscal years 2012-2017. 

Our provider pa 3 Tnent reform for Sole Community Hospitals (SCH) was also 
phased-in over time, and will provide a projected $31 million in savings in the first 
year, and will grow to about $100 million in savings through 2017. 

In the area of purchasing prescription drugs, in 2009 we instituted a process for 
obtaining discounts on drugs distributed through retail network pharmacies, pursu- 
ant to authority provided in the 2008 National Defense Authorization Act. Known 
as Federal Ceiling Prices (FCP), prescriptions purchased under FCP are at least 24 
percent less than non-Federal Average Manufacturer prices. In 2012, the FCP pro- 
gram will save the Department over $1.6 billion, and will grow to over $2 billion 
in savings by 2017. 

Beneficiary Cost-Shares 

In addition to the focus on internal and external efficiencies, our proposed budget 
introduces changes to the health care out-of-pocket costs for our beneficiaries. 

I want to make three critical points related to these proposals. First, even ac- 
counting for these proposed fee changes, the TRICARE benefit will remain one of 
the finest and most generous health benefits available in the country, with among 
the lowest beneficiary out-of-pocket costs available to anyone — and certainly lower 
than costs by other Federal (jovernment employees. We believe that is appropriate 
and properly recognizes the special sacrifices of our men and women in uniform, 
past and present. 

Second, as mentioned earlier in my testimony, these proposals were developed 
within the Department, and represent the input and consensus of our uniformed 
leadership, both officer and enlisted. 
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Third, we recognize that some beneficiary groups should be insulated from in- 
creases in out-of-pocket costs. We propose to exempt those servicemembers, and 
their families, who were medically retired from military service, as well as the fami- 
lies of servicemembers who died on active duty. We also propose to establish cost- 
sharing tiers, with lower increases for retirees based on their military retirement 
pay. More junior enlisted retirees, for example, will experience the lowest dollar in- 
creases in out-of-pocket costs. Finally, we have also avoided any changes in cost- 
sharing for active duty families with the exception of prescription drug copayments 
obtained outside of our MTFs. Prescription drugs distributed within MTFs will con- 
tinue to be free of charge for all beneficiaries. 

For over 15 years, the Department had not increased patient out-of-pocket costs 
for any beneficiary. In fact, the TRICARE benefit was enhanced in many ways, and 
a number of out-of-pocket costs were decreased. A few of these enhancements in- 
clude: active duty family members enrolled in TRICARE Prime had their copays 
eliminated; retirees and their families using TRICARE Prime had their catastrophic 
cap reduced from $7,500 to $3,000 per year; Medicare-eligible retirees and their 
families received TRICARE For Life coverage, and a TRICARE pharmacy benefit. 
Last year, we introduced very modest changes in one segment of our population — 
increasing TRICARE Prime enrollment fees for retiree families by $5/month, and in- 
dexed these fees so that future increases continue to be modest and beneficiaries 
can plan for them. We greatly appreciate Congress’ support for these proposals in 
the fiscal year 2012 budget, and have implemented those fee changes in the current 
year. 

Although last year’s changes were a necessary step, the Department has proposed 
further cost reduction efforts in 2013 as an element of our strategy to meet the re- 
quirements of the 2011 Budget Control Act. All of these changes are phased in over 
time. For select fees the Department has proposed “tiers” of copays based on the 
retirement pay of the beneficiary. Fee changes are distributed across the various 
TRICARE programs, so that no one beneficiary group bears the entire burden for 
these changes in cost-sharing. Retirees in TRICARE Prime, TRICARE Standard and 
TRICARE For Life each have a share of the increases; all beneficiaries (except uni- 
formed personnel) have additional costs for prescription drugs outside of MTFs. The 
following sections provide a high-level overview of the proposed changes in bene- 
ficiary out-of-pocket costs. Figure 2 summarizes the proposed fees: 

• Fee increases for TRICARE programs. The following proposed changes rep- 
resent increases from existing patient out-of-pocket costs. 

• TRICARE Prime Enrollment Fees. We propose to raise the enrollment 
fees in 2013 for retired servicemembers and their families from between 
$80-$300 per year, based on the retirement pay of the servicemember, and 
continue to provide similar increases through 2016. 

• TRICARE Deductibles. We propose to increase deductibles for the 
TRICARE Standard program for retired servicemembers and their families 
beginning in fiscal year 2013. TRICARE deductibles have not been changed 
since before the TRICARE program was introduced, having last been ad- 
justed over 20 years ago. 

• TRICARE Pharmacy Copays. We propose to increase pharmacy copay- 
ments for generic, brand name and non-formulary prescriptions in both the 
retail and mail order settings, although we will continue to offer significant 
incentives for beneficiaries to elect mail order over retail pharmacy net- 
works. Additionally, non-formulary prescription drugs will no longer be 
available in the retail network. These changes are proposed for all non-ac- 
tive duty beneficiaries, to include active duty family members. Prescription 
drugs obtained in military hospitals and clinics will continue to be provided 
without copay for any beneficiaries. 

• New fees for TRICARE programs. Our proposed budget also calls for the in- 
troduction of new fees not previously part of the TRICARE program. 

• TRICARE Standard/Extra Enrollment Fee. We propose to introduce an 
annual enrollment fee in TRICARE Standard for retired servicemembers 
and their families. The proposed fee for 2013 will be $70/year for an indi- 
vidual retired beneficiary, or $140 per retired family. 

• TRICARE For Life (TFL) Enrollment Fee. When TFL was introduced in 
2002, there was no enrollment fee in the program, only a requirement that 
beneficiaries be enrolled in Medicare Part B to enjoy their TFL benefit. 
Medicare Part B was always a step that we recommended our retirees elect, 
and prior to 2002, over 95 percent of eligible military retirees were enrolled 
in Medicare Part B. The TFL benefit has reduced beneficiary out-of-pocket 
costs by thousands of dollars per year in copayments or Medicare supple- 
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mental health insurance plan payments. The proposed TFL enrollment fees, 
similar to the TRICARE Prime enrollment fees, are tiered, based on an in- 
dividual’s retirement pay — and range from $35 to $115 per beneficiary per 
year in fiscal year 2013. 

• Exclusion of Enrollment Fees from the Catastrophic Cap. We propose 
that enrollment fees, which had previously accumulated toward a retiree’s 
catastrophic cap limit, will not be counted toward the cap beginning in 
2013. 

• In addition to the indexing of the TRICARE Prime enrollment fee, which 
is already indexed, we propose to index other beneficiary out-of-pocket costs 
identified in this set of proposals, to include the TRICARE Standard de- 
ductible, TRICARE Standard enrollment fee, TRICARE For Life enrollment 
fees, pharmacy copayments, and catastrophic caps. 


Figure 2. Summary of TRICARE Proposals 

• TRICARE Prime for Working Age Retirees fur^der Age 65) 

• As part of the FV 2013 President’s Budget, the Department will seek additional increases k) the TRICARE Prime (Health 
Maintenance Organization (HMO) type plan) enrollment fees in order to bring the beneficiary cost share closer to the 
original levels mandated by Congress when the program was established. These increases will be phased-in over a 4- 
year period and will be tiered based on the amount of the beneficiary's military retirement pay. 

• Table 1 displays the proposed fees by fiscal year for the three tiers of retired pay. After FY 2016. the enrollment fees will 
be indexed to increases in National Health Expenditures (NHE). The retired pay tiers will also be indexed to ensure 
beneficiaries are not pushed into a higher tier as a result of annual oost-of-living (COLA) Increases. The construct and 
tiering are generally based on recommendations of the 2007 Task Fores on ths Future of MUi^ry Health Care. 


Table 1 - TRICARE Prime Annual Family Enrollment Fees (Individual Fees = 50%) 


Retired Pay 

FY 2012 

1 FY2013 

FY 2014 

FY2015 

FY2016‘ 1 

FY 2017 

Tier1:$0- 1 

$22,589 

$460/$520 

$600 

$680 

$760 

$850 

$893 

Tier 2: $22,590 
-$45,178 

$460/S520 

$720 

$920 

$1,185 

$1,450 ; 

$1,523 

Tier 3: $45,179 
& above 

$460/3520 

$820 

$1,120 

$1,535 

$1,950 

$2,048 


• * Indexed to medical inflation (Nabonal Health Expenditures) after FY 2016 


• TRICARE Standard and Extra for Working Age Retirees (under Aoe 651 

• The TRICARE Standard and Extra (fee-for-service type) benefit programs currently have no enrollment fees and 
modest annual deductibles of $150 per individual and $300 per family. For FY 2013, the Diriment proposal will 
seek to implemertt an annual enrollment fee and increase deductibles. These Increases displayed in Table 2 will be 
phased-in over a 5 year period and will then be indexed to increases in NHE. 

Table 2 - TRICARE Standard/Extra Fees/Deductibies 


Annual 

Enrollment 

Fees 

FY 2012 

FY 2013 

FY2014 

FY 2015 

FY 2016 

FY 2017* 


$0 

$70 

$85 

$100 

$115 

$130 


SO 

$140 

$170 

$200 


$250 

Annual 

Deductibles 







Individual 

$150 

$160 

$200 

$230 

$260 

$290 

Family 

$300 

$320 

$400 

$460 

$520 

$580 


• * Indexed to medical inflation (National Health Expenditures) after FY 2017 


• TRICARE-for-Ufe Benefit fTFLi Benefit Program for Retirees aae 65 and Older 

• Like almost all Americems. upon reaching age 65. TRICARE beneficiaries must enroll in Medicare and begin paying 
Medicare Part B (ou^lient care coverage) premiums. With Part B coverage, Medicare typically covers only 80 percent of 
eligible health care services and some people choose to be covered by “Medigap” or other private insurance policies to 
lower cost-sharing and receive additional coverage. Enacted in 2001, the TFL program acts as a second payer plan for 
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TRICARE beneficiaries covering the costs not paid by Medicare. While the average “Medigap" plan with comparable 
coverage carried premiums $2,100 per Individual in 2009, tf^ere are currently no annual fees for TFL coverage. As part of 
the FY 201 3, President's Budget the Department is proposing to Implement modest annual fees for TFL coverage. These 
fees will be phased in over a 4-year period artd use the s^e tiering based on the beneficiary's retired pay along with the 
same indexing and exemptions as the proposed TRICARE Prime fees. Table 3 displays the proposed TFL fees by fiscal 
year for the three tiers of retired pay. 

Table 3 - TRICARE-for-Lrfe Annual Enrollment Fees -> Per Individual 


Retired Pav 

FY 2012 

FY 2013 

FY 2014 

FY 2015 

FY 2016* 

FY 2017 

TierliSO- 

$22,589 

$0 

$35 

$75 

$115 

$150 

$158 

Tier 2: $22,590 
- $45.1 78 

$0 

$75 

$150 

$225 

$300 

$317 

Tier 3: $45,179 
& above 

$0 

$115 

$225 

$335 

$450 

$475 


• ' indexed to medical inflation (National Health Expertditures) after FY 2016 


♦ Pharmacy Co-Pava 

■ This proposal will adjust pharmacy co-pay structure for retirees and active duty family members to incentivize the use of 
mail order and generic drugs. Prescriptions will continue to be filled at no cost to beneficiaries at Military Treatment 
Facilities (MTFs). No fees would continue to apply to prescriptions for active duty service members. 

• Table 4 displays the proposed cO'pays for prescrlp^ns filled through the TRICARE retail and mail order pharmacy 
programs. 


Table 4 • Pharmacy CO'Pays 


Retail - 1 
month fill 

FY 2012 

FY 2013 

FY 2014 

FY 2015 

FY 2016 

FY 2017 

Qenaric 

$5 

$5 

$6 

$7 

$8 

$9 

Bratxl 

$12 

$26 

$26 

$30 

$32 

$34 

Non-Formularv* 

$25 

N/A 

N/A 

N/A 

N/A 

N/A 

Mail-Order - 3 
month fill 







Generic 

$0 

$0 

$0 

$0 

$0 

$9 

Brand 

$9 

$26 

$28 

$30 

$32 

$34 

Non-Formularv* 

$25 

$51 

$54 

$58 

$62 

$66 

Military 

Treatment 

Facilities 

No Change - Still $0 Co-Pay 


• ’ Non-Formulary pharmaceuticals will have limited availability in retail pharmacies 

• Catastrophic Cap 

• In order to maintain the adjusted beneficiary cost share, the annual catastrophic cap $3,000 per family will also be 


indexed to NHE and exclude enrollment fees. 

• Rnally, to protect the most vulnerable, these proposals exempt survivors of members who die on active duty and 

medically retired and their family members from these ncreases. However, it should be noted that even once the proposal 
is fully implemented, the TRICARE Prime program remarks a very generous benefit with the average beneficiary cost 
share well below the original 27 percent of health care costs when the program was fully implemented in 1 996. 


These proposed changes continue to be modest by historic standards of cost-shar- 
ing in the TRICARE program. In 1996, when TRICARE was implemented, a work- 
ing age retiree’s family of three contrilauted approximately 27 percent towards the 
total cost of their care; today that percentage has dropped to just over 10 percent. 
Even with these proposed changes, the percentage would still remain below the per- 
centage originally set by Congress, averaging approximately 14 percent of range of 
overall health care costs in 2017 — and stabilizing at that level for the out-years. 

These adjustments are an important step to setting the TRICARE benefit on a 
more sustainable path that maintains the quality of the medical benefit for future 
generations. Moreover, the overwhelming majority of these adjustments will be 
phased in over a 4- to 10-year period and will be appropriately indexed to ensure 
future sustainability and guarantee transparency. These proposals — one element of 
a four-pronged effort at cost control — will help shift us toward more effective and 
cost-efficient processes that will allow us to provide better care while meeting our 
obligations to help reduce our budgets. 

We are cognizant of the strains placed on our economy and the government by 
Eederal budget deficits and long-term debt. We recognize that the Department of 
Defense must shoulder its share of responsibility and that we must tighten our belts 
just as so many Americans have been forced to do in recent years. We have not 
taken any proposed change lightly. The health benefit exemplifies the Department’s 
gratitude to veterans for their service and acts as an integral part of recruiting, re- 
taining, and maintaining a healthy force. We worked to ensure that cost changes 
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would be minimized and that any reforms would not degrade the quality of the hen- 
efit. We are confident that this is the case. 

I am honored to represent the men and women of the Military Health System be- 
fore you today, and I look forward to answering any questions you may have. 

Senator Webb. Thank you very much, Secretary Woodson. 

Secretary McGinnis, welcome. 

STATEMENT OF DAVID L. McGINNIS, ACTING ASSISTANT 
SECRETARY OF DEFENSE FOR RESERVE AFFAIRS 

Mr. McGinnis. Chairman Webb, Senator Graham, distinguished 
members of the subcommittee, thank you for the opportunity to ap- 
pear before you today and discuss the Reserve and our National 
Guard. 

Today, I can report to you that we have over 72,000 members of 
the Guard and Reserve on involuntary orders for mobilization sup- 
porting operations in U.S. Central Command (CENTCOM). In addi- 
tion, we have another 86,000 on a snapshot. At the end of the 
month, we provided to the Secretary, 86,000 guardsmen and re- 
servists deployed on 6 continents supporting our regional com- 
manders in various duty statuses from annual training to mobiliza- 
tion. This is reflective of the emerging new role of our Reserve com- 
ponents described by many as the operational reserve. 

The President’s fiscal year 2013 budget supports this operational 
reserve providing funding and programmatic support to three key 
readiness imperatives: training, equipping, and recruiting and re- 
tention. 

Training is focused on, first of all, maintaining capability and ca- 
pacity identified within DOD for the particular organizations and 
leveraging available training technologies so we can make the max- 
imum use of available time of our guardsmen and reservists when 
they are in training. We are focused on developing a common readi- 
ness standard across the components of each Service so we have 
standardized expectations on what we are looking for the Guard 
and Reserve to do. 

Equipping within my office first focuses on transparency. That is 
a bumper sticker for assuring that the equipment that you author- 
ize for the Reserve components gets to those Reserve components 
you expected in a timely manner. We have also expanded this pro- 
gram to now develop a life cycle view of that equipment and track 
it throughout the system. 

We are also working very hard to ensure that the Guard and Re- 
serve organizations have the right equipment to train with, includ- 
ing command and control and communications equipment, so they 
can integrate within the Total Eorce. 

Recruiting and retention are obviously an essential element of a 
ready force, and our recruit quality remains high. We expect some 
shifts in that as we move forward with individuals leaving the Ac- 
tive component, as we mentioned earlier, and we are working very 
strongly to come up with ways to integrate them into the Reserve 
components as they leave Active service. 

Retention currently is very solid, and we know that while we re- 
cruit the servicemember, we must maintain the family and retain 
the family. The Yellow Ribbon Reintegration Program (YRRP) is a 
wonderful tool that you provided us, that helps us do that. The use 
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of the Reserve components in an operational role is necessitating 
that we begin to move the YRRP, or at least portions of it, into the 
base budget. With Secretary Hale’s help and the help of others, we 
have started to do that in 2013, and we are working on doing that 
as we develop the future defense program. 

Continuing evolving requirements now also include employment 
programs, employment assistance, and training. We are working 
very hard at that. I will talk about that in a minute. 

As we learned from our members and their families on multiple 
deployments, we are finding that the tension to pre-enduring de- 
ployment activities within the YRRP really enhances the post-de- 
ployment period. We are putting a lot of emphasis on that. 

Hero2Hired (H2H) is a joint initiative between the YRRP and the 
National Committee on Employer Support to the Guard and Re- 
serve which is focused on unemployment and under-employment of 
this distinct category of servicemembers within the Reserve compo- 
nents. 

Second, this focuses on the reality that is really, unemployment 
of our guardsmen and reservists is a key element of individual 
military readiness. Successful guardsmen and reservists are estab- 
lished in the community and have good jobs. We know that. 

Finally, sir, I could not appear before you without highlighting 
the 20-year history of the building of enduring international part- 
nerships with the National Guard State Partnership Program. We 
currently have a total of 63 partnerships, but I would like to focus 
on the 22 in Eastern Europe and the 5 in CENTCOM. The 22 in 
Eastern Europe have helped us build the North Atlantic Treaty Or- 
ganization (NATO) and expand NATO and also account today, as 
we speak, for about 9,500 Eastern European military members as 
part of the International Security Assistance Force (ISAF); and the 
5 CENTCOM programs give us expanded access and understanding 
of the CENTCOM theater. 

I thank you very much again. I look forward to your questions. 

[The prepared statement of Mr. McGinnis follows:] 

Prepared Statement by David L. McGinnis 

INTRODUCTION 

Chairman Webb, Ranking Member Graham, and members of the subcommittee; 
I thank you for your invitation to participate in this hearing. I welcome the oppor- 
tunity to give you an overview of the issues we are addressing in the Reserve com- 
ponents. 

The fiscal year 2013 budget supports the National Defense Strategy and will en- 
able our Reserve components to continue to fulfill their vital national security role. 
The budget provides funding and programmatic support for the training, equipping, 
recruiting and retaining of the Guard and Reserve. 

The Department’s Ready Reserve totaling about 1.1 million members contributes 
43 percent of total military end strength at a cost of 9 percent of the total base 
budget. The National Guard and Reserve provide trained, ready and cost-effective 
forces that can be employed on a regular operational basis, while also ensuring stra- 
tegic depth for large-scale contingencies or other unanticipated national crises. Re- 
serve component forces can: 

• Provide critical capabilities for meeting national defense objectives 

• Enable mitigation of strategic risk at lower cost than a large standing 

full-time force 

• Provide cost effective returns on significant Department of Defense 

(DOD) investment 

• Reduce stress on the Total Force 
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• Provide the capability to rapidly “reverse” given a change in our national 
strategic objectives 

Prior to 2001, the Reserve components were primarily a strategic reserve with oc- 
casional operational missions as needed to augment Active Forces. Since 2001, Re- 
serve component units and individuals have been heavily employed across the full 
spectrum of military operations ranging from combat missions overseas, to home- 
land emergencies, to National Special Security Events and have demonstrated their 
readiness and utility. The current National Guard and Reserve is, arguably, the 
most combat seasoned Reserve Force ever, and the Department seeks to capitalize 
on this significant investment to provide needed military capacity during current 
austere economic times. 

To ensure the Reserve component can continue to provide both operational and 
strategic forces, the Department included funding and programs in its fiscal year 
2013 budget request for their training, equipping, recruiting and retention. 

TRAINING AND UTILIZATION OPPORTUNITIES FOR THE MILITARY DEPARTMENTS 

After a decade of sustained engagement in combat operations, the Reserve compo- 
nents of our Armed Forces continue to transform into a dependable operational force 
that provides full-spectrum capability to the Nation. As of 31 December 2011, 
835,689 Reserve component members (809,913 Selected Reserve and 25,776 Indi- 
vidual Ready Reserve) have served in support of contingency operations since Sep- 
tember 11, 2001 and 80 percent of those service men and women have deployed in 
the U.S. Central Command area of responsibility. Today there are over 85,000 Na- 
tional Guard and Reserve men and women on active duty around the world and at 
home, serving in missions ranging from combat in Afghanistan to defending the air 
space here in Washington and our borders in the southwest. 

RC Utilization 

The contribution of the Reserve components has increased dramatically in the last 
two decades, and during that time the Reserve component has become an integral 
part of the Nation’s military force participating in nearly every mission worldwide. 
The increased utilization of the Reserve components supports the recent Strategic 
Guidance, and the Department has managed the use of the Reserve component to 
help mitigate the stress on the Total Force. 


Reserve Component Contributions 

(through October 2010) 


I »5“ I 
IOutyD»vl 



Today’s Reserve component is a force multiplier which provides access and flexi- 
bility at an incredible value allowing the Services to utilize full capabilities in an 
operational capacity while retaining strategic depth. An optimal Active component/ 
Reserve component force mix will allow the department to not only preserve pre- 
vious investments in readiness, capability, and capacity, but also protect the oper- 
ational expertise of the force for future use while ensuring a rapidly expandable, 
trained, and ready military. 
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Innovative Readiness Training 

The Innovative Readiness Training (IRT) Program is an outstanding volunteer 
training opportunity for our National Guard and Reserve. IRT’s focus is to provide 
a varied and challenging menu of training opportunities that exercise the Mission 
Essential Task List (METL) requirements of combat support and combat service 
support units and individuals. Each year, new training opportunities are presented 
by Federal, State, or local government agencies or nonprofit organizations to the 
Services for their selection. Military units are provided METL training in a realistic, 
hands-on setting while providing quality services to communities throughout the 
United States and U.S. territories. 

Examples of IRT activities include infrastructure development, constructing rural 
roads and runways, small building and warehouse construction and providing med- 
ical and dental care to medically underserved communities. These opportunities re- 
sult in interoperability and readiness training ensuring our Nation always has a 
fully capable National Guard and Reserve. Historically, this office’s IRT program 
budgets for, and executes a $20 million fiscal year training program. 

Cyber Workforce 

Operating effectively in Cyberspace is vital to DOD and the Nation. “Cyber” as 
a Warfare Domain is newly organized and rapidly expanding. The need for per- 
sonnel with cyber skills, the limited number of workers with those skills, and in- 
creasing competition within U.S. Government and the private sector for the same 
set of skills require a long-term and robust cyber workforce strategy. The Secretary 
of Defense has stressed the need for a flexible approach to attract, develop, and re- 
tain Cyber, and specifically Cybersecurity, professionals along with endorsing inno- 
vative use of the Reserve component for cyber missions. 

Innovative use of the Reserve component as proposed by the Secretary is well un- 
derway, with forces assigned to the National Security Agency, U.S. Cyber Command 
(CYBERCOM), the Defense Information Systems Agency and to each of the four 
Service component commands supporting CYBERCOM. There are multiple Air and 
Army Guard units engaged in the cyberspace mission and Computer Network De- 
fense teams are authorized in all 54 States and territories. The Reserve component 
offers very highly qualified individuals from the private sectors whose civilian skills 
may be maximized when supporting DOD. 

State Partnership Program 

The National Guard State Partnership Program (SPP) mission is to establish and 
sustain enduring relationships with partner nations of strategic value in conjunction 
with the National Security Strategy, National Military Strategy, Department of 
State and Combatant Command Theater Security Cooperation guidance to promote 
national objectives, stability, partner capacity, better understanding and trust. 

Program partners engage in security cooperation activities to include homeland 
defense and security, disaster response/mitigation, consequence/crisis management, 
interagency cooperation, border/port/aviation security, combat medical, fellowship- 
style internships, and bilateral familiarization events that create training and exer- 
cise opportunities. SPP provides the ability to focus a part of DOD, a State’s Na- 
tional Guard, with a single country or region in support of U.S. and partner country 
objectives. Currently, 48 States, 2 territories, and the District of Columbia are 
partnered with 63 countries around the world. 

This program directly supports the Secretary’s strategic goal of building innova- 
tive partnerships. The program has been funded at $13.36 million for fiscal year 
2012 and the President’s fiscal year 2013 budget includes a request for $16.5 mil- 
lion. Many of these partnerships have resulted in collaborative working relation- 
ships through police and military operational mentoring and liaison teams with our 
new NATO partners who are part of the effort in Afghanistan. 

EQUIPPING THE RESERVE COMPONENTS 
Equipment Procurement 

There currently is no specific appropriation that provides equipment directly to 
the Reserve components. The Reserve component relies on the active procurement 
account to meet equipment requirements and provide adequate capabilities. Con- 
gress has been generous in providing additional support through the National 
Guard and Reserve Equipment Appropriation ($1 billion for fiscal year 2012), which 
provides funding for Reserve component equipment modernization and critical dual- 
use equipment. 
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P-IR 

We thank Congress for their continued generous support of the Guard and Re- 
serve equipping (PIR fiscal year 2012 - $4.6 billion/fiscal year 2013 - $3 billion). The 
current challenge is that the P-IR has historically been treated as a non-binding 
projected subset of the Procurement Programs (P-1). In my view it is time to make 
the National Guard and Reserve equipment a sub-line within the P-1 and eliminate 
the P-IR. This will better ensure that Guard and Reserve component equipment is 
part of the Service plans throughout the entire procurement process. 

Resetting 

Currently, funding for reset of equipment returning from theatre for the Guard 
and Reserve comes from overseas contingency operations appropriations. As we pre- 
pare to move away from reliance on these supplemental funds, it is important to 
have a continued source of funding built into the base budget for Reserve component 
equipment reset. It is critical that the Guard and Reserves are able to continue to 
train on high quality equipment for which funds have already been allocated. 

RC Equipment Transparency 

Full transparency and accountability can only be achieved through a full life cycle, 
enterprise approach to reserve equipping. The life cycle includes requirements deter- 
mination, budget requests, appropriation, purchase, and delivery of hundreds of 
thousands of pieces of equipment. The importance of transparency doesn’t stop when 
an item is delivered to a Reserve component unit; the value of transparency in the 
life cycle approach to equipping continues beyond delivery. Plans to return borrowed 
Reserve component equipment are included as key deliverables in this process. 

Military Construction 

The fiscal year 2013 Reserve component budget includes $1.02 billion, $21 million 
less than fiscal year 2012, for military construction which will meet both current 
and new mission requirements for Reserve component operations, readiness, and 
training facilities. The budget also funds sustainment, which is essential to main- 
taining facilities at a level that supports readiness and preserves the substantial in- 
vestment the country has made in infrastructure. However, with urgent Reserve 
component facilities deficiencies and funding constraints, we must work to exploit 
opportunities to utilize existing DOD facilities and continue to pursue the effi- 
ciencies of joint use construction opportunities. The benefits of doing this go far be- 
yond cost savings by promoting cooperation, building trust, and providing opportuni- 
ties for joint training. 

Regional Integrated Training Environment 

The Regional Integrated Training Environment (RITE) concept is a joint effort 
that identifies and matches Services’ training requirements to a vast network of 
local training facilities and resources. The purpose of the RITE initiative is to help 
sustain the total force readiness posture and surge capability as determined by serv- 
ice rotational readiness models while reducing overhead training costs through inno- 
vative management of facilities, training assets, advance simulators and Joint Live 
Virtual and Constructive capability, pooled, shared equipment, and coordinated 
through a web-based scheduling/visibility program. As the concept matures, collabo- 
ration will expand with key internal and external DOD stakeholders. 

RECRUITING AND RETAINING THE RESERVE COMPONENT FORCE 

In approximate numbers, as of December 31, 2011, the Ready Reserve currently 
consists of the following end-strengths: 

• Selected Reserve: 844,400 

• Individual Ready Reserve: 220,000 

• Inactive National Guard: 3,700 

Continuum of Service, End Strength and Readiness Management 

Meeting Reserve component end strength objectives is a priority of the Depart- 
ment. The following table depicts the current prescribed and actual end strengths 
for the Reserve components as of December 2011. The Department’s Continuum of 
Service efforts have contributed to all six DOD Reserve components remaining with- 
in the variance allowed for their congressionally-mandated end strength objective. 
The Services have implemented recruiting, retention, and force shaping policies and 
programs to achieve end strengths for fiscal year 2012. We appreciate the congres- 
sional support of the fiscal year 2012 end strength levels and the legislative initia- 
tives that assist in recruiting and retaining Reserve component servicemembers. 
Fiscal year 2013 end strength levels will provide the Reserve components with the 
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forces necessary to meet strategic and operational demands while maintaining a 
dwell consistent with Departmental policy. 


Table 1. F^T2 Reserve Component End Strength Objectives 



EVI2 

Actual as of 

EVI3 

.Service 

Objective 

December 2011 

Rec|ucst 

Army National Guard 

358,200 

359,410 

358,200 

Amiy Reserve 

205,000 

204.949 

205,000 

Navy Reserve 

66.200 

63,971 

62,5(K) 

Marine Coqjs Reserve 

39.600 

40.013 

39.600 

Air National GuanI 

106,700 

104.832 

101,600 

Air Force Reserve 

71,400 

71,273 

70.500 


Of the end strength figures outlined above, there are Service members in the training 


pipeline for the Reserve Components who are not immediately available for tnobilization. 


Recruit Operational Ready Reserve Strength 

Thus far, for 2012, Reserve recruiting efforts show continued success. Through 
January, five of the six Reserve Services are within tolerance for recruit quantity 
objectives. Also, all Reserve components have met recruit quality objectives. The Re- 
serve components continue to exceed the DOD Benchmark of 90 percent of new re- 
cruits being High School Diploma Graduates, with 97 percent of Reserve component 
recruits holding that credential. 


Table 2. Reserve Component Enlisted ^■TI) Accessions (through J.\N 2012) 




Quantity 



Quality j| 

Reserve 

Enlisted 

Recruiting 

Through 

Jan 

FY 2012 

Goal 

Accessions 

Percent of Goat 

%High 

School 

Diploma 

Graduate 

(HSDG)j 

DoD 

Benchmark* 
90 percent 

% Scoring at / 
above 50th 
Percentile on 
Armed Forces 
Qualification; 

OoD 

Benchmark* 
60 percent 

% Scoring at/ 
beiowSOth 
Percontileon 
Armed Forces I 
Qualification; I 
DoD Beoc/Rnjfnl 
<4pcrcen(t ' 

ARNG 

16,596 

15,548 

94% 

0 

9b% 

0 



11% 

©■ 

II.SAR 

8.624 

9.865 

114% 

© 

98% 

© 

63% 

© 

0% 

©1 

ESNR 

2,427 

2.427 

100% 

0 

97% 

0 

87% 

© 

0% 

© 

hSMCR 

2,880 

3,149 

109% 

© 

100% 

© 

76% 

0 

Olb 

©1 

ANG 

2,671 

2,591 

97% 

© 


© 

100% 

© 

0% 

© 

IISAER 

2.854 

2.854 

100% 

© 

99“/o 

© 

83% 

0 

0% 

© 

DoI> 

36,052 

36.434 

101% 


97% 

■ 

72% 


1% 








■ 






It is important that we have a military that reflects the society it defends, both 
in the enlisted ranks and our commissioned officers. This is particularly important 
as less than 1 percent of the American public serves in uniform. 
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We continually review our recruiting programs to align funding and policies with 
current realities. Each of the Services has made significant adjustments to recruit- 
ing programs in light of our austere fiscal environment and draw-downs, and con- 
tinues to look for additional cost savings but we must be cautious and resist the 
temptation to cut too deeply and too fast. Stable adequate investments in recruiting 
resources are necessary to maintain long-term success. Although enlistment incen- 
tives can be adjusted quickly to meet market fluctuations and force management 
needs, history has shown that the time required to redeploy advertising/marketing 
campaigns and/or qualified recruiters is significant. 

Acknowledging and understanding these factors and the need to expand our re- 
cruiting areas for the Reserve components, we continue to enhance DOD influence 
in underserved communities by working with local school administrators, specifi- 
cally from Title I school districts, and implementing programs like the DOD 
STARBASE Program that have potential long-term impacts on students’ on-time 
high school graduation; college enrollment; and interest in learning science, tech- 
nology, engineering and mathematics. DOD STARBASE is an outreach and edu- 
cational program that focuses on science, technology, engineering, and mathematics 
(STEM). STARBASE provides students underrepresented in the STEM areas of 
study and careers with 25 hours of instruction through an inquiry-based curriculum 
with “hands-on, minds-on” experiential activities and exposing them to military’s 
technological environment to solidify their attachment to and engagement with 
learning. The program’s influence has resulted in former DOD STARBASE students 
being invited to attend and participate in the White House Science Fairs for the last 
2 years. 

My staff and I have been working with the Office of Management and Budget to 
challenge States, industries, and nonprofits to invest in intervention programs like 
the National Guard Youth Challenge Program. I am also working with General 
McKinley, Chief of the National Guard Bureau, to provide oversight and manage- 
ment of the Program by collaborating with Governors to eliminate State resident 
issues; and to ensure every qualified high school dropout has an opportunity to at- 
tend the program. The Challenge program is currently operating in 27 States and 
Puerto Rico. Its goal is to improve the education, life skills and employment poten- 
tial of America’s high school dropouts. We provide quasi-military based training, su- 
pervised work experience to advance the program’s core components. The core com- 
ponents include obtaining a high school diploma or equivalent, developing leader- 
ship, citizenship, life coping and job skills and improving physical fitness, health 
and hygiene. Since the program’s inception over 100,000 students have successfully 
graduated from the program. The average cost per Challenge student is approxi- 
mately $16,000. The fiscal year 2013 budget will support increasing annual enroll- 
ment and/or start up new programs in States that have the fiscal resources to match 
the cost-share funding requirements and to sustain the program’s viability in States 
that have budget limitations. 

These two successful DOD youth outreach programs provide the Department a 
unique connection to the American public and working with our most valued re- 
source — our young people. 

The Montgomery GI Bill-Selected Reserve (MGIB-SR) has been a cornerstone of 
our military recruiting efforts since 1985, and a major contributor to the success of 
the All-Volunteer Force. The new Post-9/11 GI Bill appears to enhance our recruit- 
ing efforts even more especially after signing the Post-9/11 Veterans Educational As- 
sistance Improvements Act of 2010 — providing additional benefit options that in- 
clude the eligibility of National Guard and Reserve members who were inadvert- 
ently omitted from the original Bill, vocational and other non-college degree train- 
ing, and living stipends for those enrolled in distance learning programs. 

Individual Readiness 

We understand that maintaining the highest level of individual readiness for our 
military manpower and civilian employees is a requirement for continuing to be uti- 
lized as a viable part of the operational force. Employing the Reserve components 
as operational forces requires modifications to training schedules and funding re- 
quirements. Ancillary training must be properly managed and prioritized in order 
to allow our members to focus on training for the skills that will be required of them 
when deployed or activated. Before DOD operationalized the Reserve component, 
the normal minimum training profiles consisted of training 2 days per month plus 
14-15 days of active duty for training annually. While that training profile remains 
in-place for some types of units, current Department policy states that for those 
with planned deployments, training days prior to mobilization increases. This train- 
ing profile, with more training pre-deployment and less post-deployment, minimizes 
mobilized time away from families and civilian. Increasing individual readiness by 
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modifying training profiles with resources and policies is a major focus area that 
will allow the Guard and Reserve to capitalize on the gains made during the last 
decade and enable the continued use of the Reserve component as an operational 
force. 

Individual Medical Readiness 

The Individual Medical Readiness of the National Guard and Reserve continues 
to be a priority for the Department to ensure availability of Ready Reserve compo- 
nent members for deployment. As of the fourth quarter of fiscal year 2011, the Re- 
serve component has increased its Fully and Partially Medically Ready rate 5 per- 
cent over first quarter fiscal year 2011 rates, and reduced the Indeterminate popu- 
lation by 6 percent. Most notably, the Marine Corps Reserves improved their Fully 
Medically Ready status by 16 percent and reduced the Partially Medical Ready rate 
by 14 percent, over half of the fiscal year 2011 first quarter rates. The U.S. Coast 
Guard Reserve also made great improvements increasing their Fully Medically 
Ready rate by 9 percent, and reducing their Indeterminate and Not Medically Ready 
population by 4 percent and 6 percent respectively. While we continue to face chal- 
lenges with Dental Readiness, all Services are over the 75 percent goal except Army 
Reserve and Army National Guard which are at 71 percent and 73 percent respec- 
tively. My office is working within P&R and across the Services to improve access 
to medical and dental services for Reserve component members. For example, the 
Army Reserve now budgets additional medical and dental services into their readi- 
ness accounts for Reserve component members. 

TRICARE for the Reserve Components 

The Department offers various health and dental coverage options to eligible 
members of the Reserve components and their families. Members of the Selected Re- 
serve (SELRES) who actively participate in the Reserve component may purchase 
individual or family TRICARE Standard/Extra coverage under TRICARE Reserve 
Select (TRS). Members pay premiums that reflect 28 percent of the total cost of the 
coverage and incur cost shares after meeting an annual deductible (a government 
subsidy covers 72 percent of premium cost). 

For Reserve component members who have been activated in support of a contin- 
gency operation, premium-free TRICARE coverage may begin up to 180 days before 
the member is activated (Early Identification) and continues for 180 days after the 
member is deactivated (Transitional Assistance Management Program (TAMP)) for 
the member and his/her family. After this period, qualified SELRES members may 
re-enroll and purchase TRS coverage again if desired. As of December 2011, there 
were a total of 81,465 TRS plans in effect: 29,204 TRS member-only plans and 
52,261 TRS member and family plans with a total of 215,545 beneficiaries covered 
by TRS. Additionally, the Continued Health Care Benefit Program (CHCBP) is a 
premium-based health care program that offers temporary transitional health cov- 
erage for 18-36 months after TRICARE eligibility ends. CHCBP acts as a bridge be- 
tween military health benefits and civilian health plans. Qualified members may 
purchase CHCBP within 60 days of loss of eligibility for either regular TRICARE 
or TAMP coverage. 

TRICARE Retired Reserve (TRR) is a full cost (no government subsidy) premium- 
based, worldwide health plan that qualified retired Reserve members and survivors 
may purchase. TRR offers comprehensive health coverage from any TRICARE-au- 
thorized network or non-network provider. TRR members may receive care in mili- 
taiy treatment facilities on a space-available basis. TRICARE Young Adult is a pre- 
mium-based health care plan that qualified dependents may purchase. TRICARE 
Young Adult provides medical and pharmacy benefits, but dental coverage is ex- 
cluded. TRICARE Young Adult allows dependent adult children to purchase 
TRICARE coverage after eligibility for “regular” TRICARE coverage ends at age 21 
(or 23 if enrolled in a full course of study at an approved institution of higher learn- 
ing) and are not yet age 26. 

Collectively, these options for health care coverage provide a comprehensive and 
affordable health care plan for Reserve component servicemembers and their fami- 
lies. TRICARE insurance has provided servicemembers the opportunity to maintain 
their individual medical readiness requirements, increasing the overall readiness of 
our Reserve component units. 

Yellow Ribbon Reintegration Program 

The Yellow Ribbon Reintegration Program (YRRP) is a statutorily created, joint 
effort to support the Services in providing National Guard and Reserve service- 
members and their families with critical support, information, services, and refer- 
rals throughout the entire deployment cycle (pre, during, and post) to maximize suc- 
cessful transitions as servicemembers move between their military and civilian roles 
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and to create strong, resilient military families. The YRRP is also responsible for 
providing Reserve component members and those who support them with training 
in suicide prevention and community healing. In fiscal year 2013, the YRRP will 
continue collaborating with suicide prevention experts to develop a strategic ap- 
proach in identifying promising practices, strengths, challenges and gaps. We in Re- 
serve Affairs continue to work with the Services as well as the newly created De- 
fense Suicide Protection Office within the Office of the Under Secretary of Defense 
for Personnel and Readiness to address this important issue. The Services, along 
with Reserve Affairs, have taken current suicide rates very seriously and have com- 
mitted resources to significantly reduce this trend. 

Guard and Reserve, Federal and State employees, volunteers and nonprofit orga- 
nizations have worked tirelessly to ensure our servicemembers and those who sup- 
port them have access to resources as they transition back into their communities. 
During the past 3 years, the YRRP has evolved into a successful, forward-leaning 
program providing essential readiness and resiliency training and resources to over 
800,000 servicemembers and designees through direct-contact YRRP events. In fis- 
cal year 2011, the Services conducted a total of 2,151 YRRP events across the coun- 
try, providing vital information and resources to 309,753 servicemembers, their fam- 
ilies and/or designated representatives. To support the use of the operational reserve 
in the future, we need to work towards YRRP funding in the base budgets to ensure 
continuation of these important programs. 

In fiscal year 2011, Congress appropriated an additional $16 million to the YRRP 
for enhanced outreach and reintegration activities which allowed the department to 
provide one-time support to various State led initiatives. Our Center of Excellence 
is working to collect data and metrics from these various programs to ensure we 
are funding the most effective outreach. 

Employer Support of the Guard and Reserve (ESGR) 

Employer Support of the Guard and Reserve engagement has grown significantly 
in recent years. The vision is “to develop and promote a culture in which all Amer- 
ican employers support and value the military service of their employees with ESGR 
as the principal advocate within DOD.” ESGR has a footprint in all 50 States, U.S. 
Territories, and DC with over 4,800 volunteers assisting employers and service- 
members on a daily basis. The support of employers and families has never been 
more critical to our national defense. Through its network ESGR accomplished the 
following during the past year: 

• Through Employer Outreach, ESGR volunteers briefed 153,062 employers 
regarding their rights and responsibilities in accordance with Uniformed 
Services Employment and Reemployment Rights Act (USERRA). Also, 
ESGR attained 45,140 Statements of Support. Employers signing a State- 
ment of Support pledged support for their employees serving in the Guard 
and Reserve, while also focusing on opportunities to hire guardsmen, re- 
s0i*vis*ts ctii.d V0t0i*ctris 

• Through Military Outreach efforts, ESGR volunteers briefed 473,891 
servicemembers regarding their rights and responsibilities under USERRA. 

In turn, servicemembers recognized supportive employers with 4,049 nomi- 
nations for the 2011 Secretary of Defense Employer Support Ereedom 
Award and acknowledged 16,559 supervisors with ESGR’s Patriot Award. 

• ESGR’s Ombudsman services are supported by over 600 trained USERRA 
experts spread across the country and by a National Customer Service Cen- 
ter. Together, the Ombudsmen fielded 29,727 USERRA inquiries and han- 
dled 2,884 cases. ESGR Ombudsmen provided free, neutral mediation to re- 
solve nearly 80 percent of all cases, in less than 9 calendar days. For cases 
that cannot be resolved by the Ombudsman, servicemembers are informed 
of their option to file a complaint with the Department of Labor, where a 
formal investigation will be conducted as to the merits of the complaint. 

Reserve Component Unemployment and Underemployment 

The Department knows that civilian employment is an important piece of a Re- 
serve component servicemember’s readiness, and the current high unemployment 
rate is a clear threat to the readiness of our force. The Bureau of Labor Statistics 
January 2012 report showed that the unemployment rate for all Veterans (including 
Guardsmen and reservists who previously served on active duty) was 7.5 percent 
nationwide. The unemployment rate among Gulf War era II veterans (those serving 
since September 11) was 9.1 percent. For reservists and guardsmen, the January 
2011 Status of Forces Survey of Reserve Component Members shows a self-reported 
23 percent unemplo 3 unent rate among junior enlisted members in the grades of E- 
1 to E-4. 
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As a result of these unemployment rates, ESGR and YRRP launched an Employ- 
ment Initiatives Program (EIP) in January 2011. Under the Office of the Assistant 
Secretary of Defense for Reserve Affairs (OASD (RA)) our ESGR volunteers in- 
creased their focused activities to address the unique unemployment needs of Re- 
serve component servicemembers. Our ESGR Committees, representing the 54 
States, Territories, and District, began focused efforts such as employment assist- 
ance workshops, job fairs, emplo 3 mient summits, and many other local community 
programs. ESGR conducted numerous workshops whereby servicemembers were 
trained on how to create civilian resumes, undergo mock interviews, dress for suc- 
cess, and received career counseling. 

Beginning in March 2011, ESGR volunteers assisted the U.S. Chamber of Com- 
merce in the launch of their mega-hiring fairs around the country. As of the latest 
Chamber report, there have been 88 events, connecting more than 84,000 Veterans, 
Reserve component members and military spouses, to over 4,300 different employ- 
ers. As a result of the combined effort, the National Chamber reports that more 
than 7,300 veterans, servicemembers, military spouses, and 50 wounded warriors 
have gained employment. 

This past December 2011, our office launched a comprehensive, multi-faceted pro- 
gram called “Hero2Hired”, better known as H2H, using lessons learned from our 
own efforts this past year and from the U.S. Army Reserve Employer Partnership 
of the Armed Forces program, H2H was developed to address the gap in employ- 
ment assistance services and support for Reserve component servicemembers who 
are not considered veterans in law and so are ineligible for VA employment pro- 
grams. H2H focuses on helping Reserve component servicemembers connect to and 
find jobs with military-friendly companies that seek employees with specific training 
and skills. H2H is a powerful, comprehensive employment program with a powerful 
job search site (www.H2H.jobs) and online community that is made available at no 
cost to servicemembers and employers. It contains all the tools a job seeker needs 
to find a job: job listings, career exploration tools, education and training resources, 
advice and tips, hiring events, virtual career fairs, mobile phone app, and net- 
working opportunities. In 2012, H2H is sponsoring and participating with the U.S. 
Chamber of Commerce in 40 job fairs in high Reserve component unemplo 3 mient 
areas. H2H booths will be available and staffed by H2H, YRRP, and ESGR State 
Committee volunteers. 

Together, YRRP and ESGR are delivering meaningful services to assist Reserve 
component servicemembers to transition and reintegrate into their civilian commu- 
nity through full spectrum assistance with employment and by promoting positive 
employer relations through USERRA education. 

Individual and Family Support Policy (IFSP) is participating in DOD studies on 
Child Care Subsidy, Military Family Life Consultants, Effectiveness Tracking, Resil- 
ience Programs, Websites and Help-lines, State Liaisons, and Communication with 
Families. OSD Reserve Affairs will continue to be an active partner in the DOD 
process to ensure that as family support resources are realigned, the 1.1 million Na- 
tional Guard and Reserve members and their families are considered in the deci- 
sionmaking process and that family support functions at a level that sustains full 
mission readiness. 


CONCLUSION 

Secretary Panetta has recently testified on the need to maintain the tremendous 
expertise that has been developed in the Reserve components during the last decade 
of sustained engagement. The Department’s recently released strategic guidance 
highlights the need for our National Guard and Reserves’ continued capabilities and 
contributions as an agile, flexible and ready force in our national security. It is wise 
to build on the success and capitalize on these investments as we continue to de- 
velop the Reserve components to provide full-spectrum capability to the Nation. The 
Quadrennial Defense Review directed Comprehensive Review of the Future Role of 
the Reserve Component, released last year, provides a foundation upon which to 
build a cohesive execution strategy that preserves current Total Force competencies, 
efficiently integrates multiple capabilities, and leverages Reserve component value. 

Additionally, the 2012 National Defense Authorization Act requires an assessment 
of Reserve component force structure and end strengths in total force structure, and 
we are working within the Department to complete this requirement. These anal- 
yses and others that are ongoing will support the Department’s strategic guidance 
to examine the mix of Active component and Reserve component elements best suit- 
ed to support the strategy while maintaining a balance between the available re- 
sources and our security needs for the next decade. 
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The fiscal year 2013 budget anticipates the Department will continue to use the 
Guard and Reserve as a vital part of the operational force, and where it makes 
sense, as a force of first choice. Today’s Citizen Warriors have made a conscious de- 
cision to serve since September 11, with full knowledge that their decisions mean 
periodic recalls to active duty under arduous and hazardous conditions. To keep 
faith with their commitment, we will need your continued support of the funding 
requested for their training, equipping, recruiting, and retention. Thank you again 
for allowing me an opportunity to give you an overview of the issues we are address- 
ing in the Reserve components. 

Senator Webb. Thank you, Secretary McGinnis. 

I will start and I will also adhere to the 7-minute rule that I 
asked everyone else to adhere to at the beginning of my statement. 

Actually, Secretary McGinnis, I would like to start with just 
where you ended up because when we look at the unemployment 
figures for those who served, we essentially, in my view, have three 
different groupings of people who have served. We have the one- 
term or non-career enlistees, which I think a lot of people up here 
misunderstand in terms of the size of that group. We tend to think 
if you have an all-volunteer system, you have an all-career system, 
and in truth and particularly in the Marine Corps and the Army, 
the majority of people leave before they enter their first enlistment. 
That group has one set of challenges in order to reassimilate into 
the civilian society. 

Then we have the Guard and Reserve as a particularly difficult 
problem right now, and I want to get back to it. 

Then third, we have the retirees who have another different set 
of circumstances when they leave. 

But with respect to the Guard and Reserve, I had the position 
that you are acting in right now for 3 years and responsibility for 
the oversight of these programs. We never could have com- 
prehended the rate that they are being called to Active Duty and 
the percentage of their professional career that they are actually 
spending in uniform. We are seeing some really disturbing data in 
terms of the unemployment rates. I understand there are a lot of 
complexities that go into the fact that the employment numbers are 
down, but could you give us a better description of what the chal- 
lenges are? 

Mr. McGinnis. Yes, sir. The first challenge is the group that has 
the biggest unemployment, going as high as 24 to 26 percent, de- 
pending on when you measured it, and that is junior enlisted per- 
sonnel. We have increased the number of non-prior service enlist- 
ments over the last decade in the Guard and Reserves, especially 
Army components, and of course the Marine Corps has always had 
a high percentage. But in the Guard and Reserve, particularly in 
the Army Guard and Army Reserve, the numbers are now up to 
about 55 percent or more. They used to be lower than that by about 
10 or 15 percent. We used to rely a lot more on prior service before 
stop-loss. 

A lot of those individuals enlisted directly out of high school, 
came into the Guard, and went through their initial entry training 
and then deployed. Now they are coming back, and they have never 
been in the workforce before. So that is one unique group we are 
focusing on. That is why I mentioned in my opening statement that 
this is a unique group that we have to segment, as you explained, 
because then we have the individuals coming back who, because of 
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the economy and other reasons, may have lost their jobs for rea- 
sons that their employer could not help and that number is run- 
ning about 12 percent. 

So we are working with the Employer Support Committee in 
each State and their 4,800 volunteers with the Chamber and their 
effort and with H2H, which we have joined with the Army and the 
Army Reserve to focus on both of these groups in different ways. 
So we are getting a lot of momentum, and we have been working 
on it for about 18 months. 

The initial problem we looked at was under-employment. We had 
some momentum working on under-employment for people coming 
back who were looking for better jobs based on their experience in 
theater. We did have some momentum. 

But those are the two areas that we are focused on and they are 
two distinct areas. 

Senator Webb. Do you see any indication of a resistance in the 
employer community because of the deployment cycles? 

Mr. McGinnis. No, sir. We have just completed a survey which 
is now being assessed of employers. The Employers Support Com- 
mittee did that, and when it is available, we will make it available 
to you. But initial indications are while if you look at the groups 
who have to support us, the individual themselves, the families, 
the employers, the employers have the lowest level of support, but 
it is not below 50 percent. The employers on par have been very 
patriotic and very supportive of the efforts. We do not see a reluc- 
tance to hire. In fact, we see people who are coming to us who want 
to hire. The biggest issue we have — and it has been the issue since 
the program started — is the small employer and in some cases the 
medium employer. We need to continue to work with them. Hope- 
fully from the survey we will figure out some ways that we can 
bring to you on how we can help them. But that is a large group 
of employers. 

Senator Webb. Secretary Hale, you mentioned the cross section 
of the Total Eorce when it comes to the reductions that we are 
looking at. Could you give us a comparative examination or a state- 
ment on the civilian employees and contractor employment? 

Mr. Hale. The civilians are down slightly, roughly similar to the 
military from 2012 to 2013, down about 2 percent. In the out-years, 
our civilian employment drops not very much, just a couple more 
percent. In fact, we are looking at that now. I believe what hap- 
pened is we were pretty busy in the last program budget review, 
and, I think, we did not have a chance to look at support personnel 
as much as we could or should beyond 2013. So I know it will be 
an issue as we look at the 2014 to 2018 program. 

Regarding contractors, we struggle with good information. They 
are down in dollar terms from 2012 to 2013. Erankly, in the out- 
years, we do not have reliable data on contractors because we just 
do not formulate it in the same way. We are working to do that 
and I hope we will have better information, but they are down 
slightly from 2012 to 2013. 

Does that answer your question? 

Senator Webb. Roughly, what would the percentages look like 
compared to the Active Eorce? 
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Mr. Hale. Similar. From 2012 to 2013, down 1 to 2 percent for 
both Active and civilians. Let me correct the details for the record. 
Similar for contractors in dollar terms, which is the best data I 
have. 

Senator Webb. Are the out-years the same? 

Mr. Hale. Well, no. For Active Duty personnel, including Guard 
and Reserve together, about 5 percent over the FYDP period. More 
like 2 for civilians. As I said, I think we need to relook at that 
issue. I do not have contractor data beyond 2013. We keep track 
of how much we are going to spend in operation and maintenance 
buckets. We do not in the contractors, and we are trying to do a 
better job, but we are not there. 

Senator Webb. We may ask you a follow-on question on that. 

Senator Graham. 

Senator Graham. Thank you, Mr. Chairman. 

Just to pick up with where the chairman left off, I think it is 
very important before we make a decision how to get to $87 billion, 
that the civilian workforce, if it is going to be reduced just a frac- 
tion of the Active-Duty Forces and Reserve folks who wear the uni- 
form, I would like to know more about how we could maybe shift 
some of this reduction, look at the civilian side a little bit harder, 
and make sure that we get to $87 billion with as many people that 
are available to go to war if we have to have a war. So I just want 
to echo what the chairman said there. 

Dr. Woodson, in 1996, I think you said the amount of money col- 
lected from people on the program through premiums for TRICARE 
was about 26 percent? 

Dr. Woodson. Sir, the cost share was about 27 percent. 

Senator Graham. 27 percent. So 27 cents of every dollar of cost 
came from the people on the program, right? 

Dr. Woodson. Correct. 

Senator Graham. It is down to 10 now. Is that right? 

Dr. Woodson. Correct. 

Senator Graham. Is that just because we have never adjusted 
the premiums and the costs have gone up? 

Dr. Woodson. Correct, and also remember we have added sub- 
stantial benefits to the program over the last decade. 

Senator Graham. So what you are proposing is to try to get the 
premium cost share up to 14 percent? 

Dr. Woodson. Correct, on average. 

Senator Graham. Based on retirement benefits reschedules, 
based on how much money you make in retirement? 

Dr. Woodson. Correct. 

Senator Graham. In terms of overall budget, if it continues on 
the course that it is now, what percentage of DOD’s budget would 
be consumed by health care? 

Dr. Woodson. Sir, that is a great question. Senator. If you look 
at the numbers right now and you look at a base budget of $525 
billion, our unified medical plan this year was $53 billion. So we 
are at 10 percent now. If you look at the issue of a modest 5.3 per- 
cent growth in health care — and you can do the calculations — par- 
ticularly the top line of DOD comes down. The implications of this, 
of course, are that health care will consume a greater percentage 
of the DOD budget, but it also produces a palpable tension, if you 



63 


will, between providing health care and training, manning, and 
equipping the force. I think that is what Secretary Hale was allud- 
ing to before. 

Senator Graham. I would just like to be on the record saying I 
would like to work with the administration to find some way to 
change this dynamic because the BCA requires $87 billion. I do not 
know if that is set in stone. If we can change that number, I would 
be willing to. But we have to balance the budget. We are $15 tril- 
lion in debt. Everything has to be on the table. 

When it comes to the Guard and Reserve, Mr. McGinnis, the Air 
Guard seems to get hit pretty hard here. Are you familiar with the 
proposed cuts in the Air Guard? 

Mr. McGinnis. Yes, sir. The Secretary of the Air Force is in the 
process of reorganizing his force and has presented this to DOD. 
I have made my recommendations to the Secretary, and the Sec- 
retary is in the process of reviewing that now. 

Senator Graham. I appreciate it. 

Mr. McGinnis. Secretary Hale is very much a part of that, and 
hopefully in the near future, we will have a decision. 

Senator Graham. Secretary Rooney, if you allowed people who 
were 50 percent disabled to access commissaries and exchanges, 
could you get back to us later on and see what impact that would 
have? Because I think the rule is now that only 100 percent dis- 
abled people have commissary and exchange privileges. Is that cor- 
rect? 

Dr. Rooney. I believe you are correct, sir. 

Senator Graham. Okay, if you could look at that. What I am get- 
ting at is our commissaries and exchanges are good deals for the 
members and their families, and we want to make it sustainable. 
If we are going to draw down the force, then you lose customers, 
and this might be one way of getting a larger customer base and 
reward people who have sacrificed for the country. I just want you 
to look at that and I will talk with Senator Webb about it. 

Thank you all for your service, and we will see what we can do 
to work through this. 

Mr. Hale. Senator Graham, could I add briefly to your opening, 
underscoring the chairman’s point on civilian personnel? I agree we 
need to look at them. We need to look at contractors as well. But 
we need to remember that civilians run our acquisition, they run 
logistics, they run finance, they fix our ships and planes. We can- 
not fight effectively without them. So we need to be a little careful, 
in my view, about damning our civilian workforce which we some- 
times, I think, lean toward doing. We just cannot work without 
them. 

Senator Graham. They are a very valuable part of the team, can- 
not do the job without them. But again, we are going to have to 
set our priorities in this country and figure out where we go. 

Mr. Hale. We need to be careful. 

Senator Webb. Before I call on Senator Blumenthal, just let me 
first of all say I am looking for data here when it comes to civilian 
numbers and Active numbers. There is a reality that I think we all 
acknowledge that when you end a long period of sustained ground 
combat, you reduce your ground forces. So, it is not necessarily an 
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apples-to-apples comparison when you look at the civilian side. But 
my question really was to get the numbers. 

Another thing, just from my own experience, Senator Graham, I 
was talking to staff on your question as to the percentage disability 
being able to use commissary and exchanges. 

Senator Graham. Am I wrong? 

Senator Webb. If you are medically retired from the military, it 
is 30 percent or above where you can use commissary and ex- 
change. There is a different system if you go to the VA for a per- 
centage. But I wanted to clarify that if you are retired, which is 
30 percent or higher, then you are able to use those benefits. 

Dr. Rooney. Correct. 

Senator Webb. Senator Blumenthal? 

Senator Blumenthal. Thank you, Mr. Chairman, and thank you 
for your leadership and Senator Graham’s on this subcommittee. 
Thank you to the witnesses for the excellent work that you are 
doing in a very difficult time, perhaps more difficult than any with- 
in recent memory. 

Many of the issues that have been raised both by my colleagues 
and by you in your testimony are of very great interest to me. I 
want to focus on one, though, that may not be directly related to 
the budget. I know the budget consumes a lot of time. You have 
discussed in your testimony. Secretary Rooney, the issue of sexual 
assault, which I know troubles you and the Secretary greatly, a 
great concern to you, and there is a zero tolerance policy. It is a 
leadership issue. 

You say in your testimony that the estimates now are about 

19.000 sexual assaults a year, which is down from the estimate of 

34.000 in 2006. Are you suggesting that the rates or numbers of 
sexual assaults have been reduced over the last 6 years? 

Dr. Rooney. Sir, the way we get to that number is we look at 
the number of reported sexual assaults as a percentage of the over- 
all force and then actually multiply it. The number appears to 
come down, but quite frankly, as you indicated, our concern is that 
there are any at all. 19,000 are 19,000 too many, or whatever the 
exact number is, because again, that was extrapolated from actual 
reported numbers. So while we believe that the attention being fo- 
cused, the programs being put in place, and frankly the leadership 
taking this on as such a critical area to be able to address because 
it goes right to the heart of what our military believes in terms of 
their work and their respect for each other, that that number will 
come down. But we realize we have a great deal of work to do, sir. 

Senator Blumenthal. But it may not have come down in the last 
6 years. Obviously, your objective is to make it come down. But I 
am just asking whether you have confidence in that number be- 
cause, quite honestly, I am not sure that I do. 

Dr. Rooney. I believe that number indicates that we have a sub- 
stantial problem. But again, it is not a specific number. It is ex- 
trapolated from those reports we have. 

Senator Blumenthal. Of the defendants who are reported — and 
in those incidents, 3,192 in fiscal year 2011 — what percentage faced 
court martial? 

Dr. Rooney. Sir, I will take that question for the record and get 
back to you on the specifics. 
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Senator Blumenthal. The information I have is fewer than 21 
percent. 

Dr. Rooney. That percentage is correct. 

Senator Blumenthal. What is the reason that they are not 
brought to court martial? 

Dr. Rooney. Often, sir, it is many of the same challenges that 
we see on the civilian side, which is in order to go through the 
court martial, obviously, we need to be able to get the evidence and 
make sure that our folks are trained to be able to take and pros- 
ecute those particular cases. Those are specific areas we are work- 
ing on now to make sure people are trained in the specific areas 
of how to be able to not only get the evidence, but to present that 
forward. That is often the roadblock. 

Senator Blumenthal. So you are upgrading the procedures for 
collection of evidence, and what about retention of evidence? 

Dr. Rooney. Yes, sir. We actually are retaining the evidence at 
this point, if it is an unrestricted report, for 50 years. 

Senator Blumenthal. Are you making efforts to speed up the 
process? In one instance that has been reported to me — and I can 
get you the name and perhaps you can get me more details — there 
was a 3-year gap. By the way, I am very familiar with the defects 
in the civilian area since I was involved in it. 

Dr. Rooney. I know you are, sir. 

Senator Blumenthal. So this is by no means to say that you 
should use it as a model necessarily, but I know the military sets 
its own standards for what excellence is and you have your own 
goals. 

But that 3-year gap makes evidence, even if it is collected — that 
is, the eyewitness testimony that may be provided — more difficult 
to get. I just wonder what steps are being taken to make sure that 
these cases are brought to court martial and brought, in effect, to 
trial more quickly. 

Dr. Rooney. Actually, we are working directly with the Services 
on this, and the Joint Chiefs have been actively involved in looking 
at how do we not only streamline the actual court process, but also 
streamline from the point of reporting, we have such things in 
place as expedited transfers. So all through the process, making 
sure that we are able to still protect due process, if you will, for 
the accused, but move that through the system from the first re- 
port through. So that is something we are actually engaged, right 
now, with the Services to do. 

Senator Blumenthal. Do you have numbers as to the median or 
average length of time it has taken and what percentage involve 
eventual findings of guilt, culpability, and also what the eventual 
penalties are in those cases? 

Dr. Rooney. Sir, we do have those numbers, but if I could take 
that for the record and give them to you as opposed to trying to 
get them from memory, we do have them. I have seen them, sir. 

Senator Blumenthal. I would appreciate that. 

Dr. Rooney. We will. 

[The information referred to follows:] 

The length of time for the investigation and adjudication of sexual assault reports 
varies greatly with the facts of each case. Of the 2,439 Unrestricted Reports opened 
and investigated in fiscal year 2011, 66 percent (1,612) of investigations were com- 
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pleted by the end of the fiscal year. Based on past case flow, we would expect that 
the investigations and suly'ect dispositions for over 90 percent of the remaining 827 
Unrestricted Reports received in fiscal year 2011 should be completed in time for 
reporting in the fiscal year 2012 Annual Report on Sexual Assault in the Military. 

In fiscal year 2011, 1,518 subjects investigated for sexual assault were military 
servicemembers. However, legal factors sometimes prevent disciplinary action from 
being taken against some subjects. For example, commanders were precluded from 
taking disciplinary action against 482 of these military subjects because there was 
insufficient evidence of an offense to prosecute, the victim declined to participate in 
the military justice process, or the statute of limitations had expired. These factors 
do not fall under the discretion of a military commander to remedy and precluded 
these military subjects from receiving disciplinary action. Commanders declined tak- 
ing action against 47 military subjects because they determined the sexual assault 
allegations against those subjects were unfounded. 

Of the 1,518 subjects investigated, commanders had sufficient evidence and the 
legal authority to support some form of disciplinary action against 989 subjects. Of 
the 989 subjects, 791 subjects had command actions taken against them for sexual 
assault: 62 percent (489 subjects) had courts-martial charges preferred (initiated) 
against them, 24 percent (187 subjects) received nonjudicial punishment under Arti- 
cle 15 of the UCMJ, and 14 percent (115 subjects) received a discharge or another 
adverse administrative action. For 198 subjects, evidence supported command action 
for other misconduct that came to light during the sexual assault investigation (such 
as making a false official statement, adultery, and other crimes under the UCMJ) 
but not a sexual assault offense. Of these, another 198 military: 9 percent (17 sub- 
jects) had court-martial charges preferred against them; 46 percent (92 subjects) re- 
ceived nonjudicial punishment; and 43 percent (85 subjects) received some form of 
adverse administrative action or discharge (no data was available for the remaining 
2 percent of subjects). 

As noted previously, of the 791 military subjects who had disciplinary action initi- 
ated on a sexual assault offense, 489 had court-martial charges preferred against 
them. The dispositions and the sentences imposed by courts-martial are for those 
subjects with at least one sexual assault charge adjudicated in fiscal year 2011. Of 
the 489 subjects who had courts-martial charges preferred against them in fiscal 
year 2011, 370 subjects’ court-martial outcomes were completed by the end of the 
fiscal year. Of the 240 subjects whose cases proceeded to trial, 80 percent were con- 
victed, and most convicted servicemembers received at least four kinds of punish- 
ment: confinement, reduction in rank, fines or forfeitures, and discharge (enlisted) 
or dismissal (officers) from service. Thirty-nine subjects were allowed to resign or 
were discharged instead of court-martial. Court-martial charges were dismissed 
against 91 subjects. However, commanders used evidence gathered during the sex- 
ual assault investigation to take nonjudicial punishment against 25 of the 91 sub- 
jects. Most of the 25 subjects who received nonjudicial punishment received three 
kinds of punishment: reductions in rank, fines or forfeitures, and restrictions on lib- 
erty. 

Of the 791 military subjects who received disciplinary action on a sexual assault 
offense, 187 received nonjudicial punishment. Of the 168 subjects whose nonjudicial 
punishments were completed in fiscal year 2011, 93 percent of subjects were found 
guilty by the commander. Most subjects who received nonjudicial punishment re- 
ceived at least three kinds of punishment: reduction in grade, a fine or forfeiture 
of pay, and restriction of their liberty for a period of time. In addition, almost half 
of these subjects received extra duty or hard labor as part of their punishment. For 
6 percent of subjects, the nonjudicial punishment served as ground for a subsequent 
administrative discharge. 

Commanders administratively discharged 48 subjects investigated for a sexual as- 
sault offense. There are three types of administrative discharges: Honorable, Gen- 
eral, and Under Other Than Honorable Conditions (UOTHC). Most of these 48 sub- 
jects received either a General or a UOTHC discharge. 

In fiscal year 2011, commanders took adverse administrative actions against 67 
subjects investigated for a sexual assault offense. These actions may consist of Let- 
ters of Reprimand, Letters of Admonishment, and Letters of Counseling. These ac- 
tions may also include but are not limited to denial of reenlistment, the cancellation 
of a promotion, and the cancellation of new assignment orders. Adverse administra- 
tive actions are typically used when the misconduct alleged is of a lesser degree or 
when available evidence does not support more serious disciplinary action. 

The sexual assault investigations conducted by the Military Criminal Investiga- 
tive Organizations sometimes do not find sufficient evidence to support disciplinary 
action against the subject on a sexual assault charge. However, the investigations 
sometimes uncover other forms of chargeable misconduct. When this occurs, DOD 
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holds those servicemembers who have committed other misconduct appropriately ac- 
countable based on the available evidence. 

DOD released the fiscal year 2011 Annual Report on Sexual Assault in the Mili- 
tary on April 13, 2012. The preceding information and supplementary charts and 
graphs detailing the subject case dispositions and punishments imposed are avail- 
able on pages 42 through 49. The report is available at: http://www.sapr.mil. 
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Table 3 Military subject dispositions in FY11. 


Subject Disposition Category 

Total Military 
Subjects in — 
FY11 ^ 

Subjects in 
Investigations 
> Opened and . 
Closed in 
FY11 

Subjects In 
Investigations 
Opened 
■ Prior to FY11 
and Closed In 
FY11 

Military Subjects in Sexual Assault Cases 
Reviewed for Possible Disciplinary Action 

1,518 

856 

662 

, Evidence-Supported Commander Action 

989 

590 

399 1 

Couri-Martial ChatQe Preferred f Initialed) 

489 

240 

249 

' Nonjudicial Punishment (Artide 15. 

UCMJ) 

187 

155 

32 [ 

Administrative Discha/Qe 

48 

32 

16 

Other Adverse Administrative Action 

67 

43 

24 

Probable Cause Only for Nonsexual 

Assault Offense 

198 

120 

78 

Commander Declined Action 

47 

35 

12 

Unfounded by Command 

LiT 

35 

12 

Commander Declined Action, per Rules for 
Courls-Martiai 306(c)(1) 

0 

0 

0 

Commander Action Precluded 

482 

231 

251 

Viclim Died 

0 

0 

0 

Victim Declined to Participate in the 

MiHtoiy Justice Action 

184 

104 

80 

Insufficient Evidence to Prosecute 

294 

125 

169 

Statute ofUmitations Expired 


2 

2 I 


Military Justice 

This Information that follows describes what happens once military subject's 
commander has decided to take disciplinary action For sexual assault offenses, 
commanders have been relying upon the use of courts-martial for a growing proportion 
of military subjects involved in sexual assault offenses. Exhibit 9 shows that, from FY07 
to FY1 1 . commanders’ use of courts-martial charges against military subjects for sexual 
assault offenses increased from 30% in FY07 to 62% in FY1 1 . During the same time 
period, reliance upon nonjudicial punishment, adverse administrative actions, and 
administrative discharges decreased substantially. 
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70% - 

62% 


Courtt-martial charge 
preferred (Initiated) 

Nonjudicial punishmenis 
(Article 15 UCMJ) 

Administrative actions 
and discharges 


0 % 

FY07 FY08 FY09 FY10 FY11 
Year 


Exhibit 9: Breakdown of disciplinary actiorrs taken against subjects for sexual assault offenses. 

FY07-FY11 

Notes: 

1. Percentages are ot subiects fourtd to warranf disciplinary action for a saxual assault offense 
only Other misconduct (false official statement, adultery, etc.) is not shown 

2. Percentages listed for FY09 exceed 100% due to rounding of percentages to the nearest 

whole point. 



Courts-Martial 


As noted previously, of the 791 military 
subjects who had disciplinary action 
initiated on a sexual assault offense. 489 
had court-martial charges preferred 
against them (Exhibit 1, Point R) Exhibit 
10 illustrates what happened to these 
subjects after their commanders preferred 
court-martial charges. The dispositions 
and the sentences imposed by courts- 
martial are for those subjects with at least 
one sexual assault charge adjudicated In 
FY11. Of the 489 subjects who had court- 
martial charges preferred against them in 
FY1 1 , 370 subjects' court-martial 
outcomes were completed by the end of 
the FY. Of the 240 subjects whose cases 
proceeded to trial. 80% were convicted, 
and most convicted Service members received at least four kinds of punishment; 
confinement, reduction in rank, fines or forfeitures, and discharge (enlisted) or dismissal 
(officers) from service. Thirty-nine subjects were allowed to resign or were discharged 
instead of court-martial. Court-martial charges were dismissed against 91 subjects. 


What percentage of Service member 
subjects tried for sexual assault charges 
were convicted in FY11. and what kind of 
punishment did they receive? 

Sdli of Service members were convicted 
ot at least one charge at trial of an offense 
ranging from Pape to Wrongful Sexual 
Contact within the Department's definition 
of sexual assault. 

Most subjects received four Hinds ot 
punishment: 

- Confinement 

A Fine or Forfeiture of Pay 

- Reduction in Rank 

- A Punitive Discharge or Dismissal 
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However, commanders used evidence gathered during the sexual assault investigation 
to take nonjudicial punishment against 25 of the 91 subjects. Most of the 25 subjects 
who received nonjudicial punishment received three kinds of punishment: reductions in 
rank, fines or forfeitures, and restrictions on liberty. 
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Exhibit 10: Dispositions of Subjects Against Whom Courts-Martial Charges Were Preferred, FY1 1 
Notes: 

1. The Military Services reported that 489 subjects of sexual assault investigations had ctyurt-marllal 
charges preferred against them for a sexual assault offense. 

2. Of the 489 subjects who had court-martial charges preferred against them, 117 subjects were still 
pending court action at the end ofFYII. Disposition data was not available tor 2 subjects 

3 Of the 370 subjects whose courts-martial were completed In FYtl, 240 subjects proceeded to 
trial, 39 subjects were allowed to resign or received a discharge instead of trial, and 9t subjects 
had courl-maitlat charges dismissed against them at some pant in the justice proceedings. 

4. In cases in which a resignation or discharge ui lieu of court-martial is requested and approved, 
the characterization of the discharge is Under Other Than Honorable Conditions, unless a higher 
characterization is justiTied (See also the discussion of administrative discharge characterizations 
in the 'Administrative Discharges and Adverse Administrative Actions' section of the report) Of 
the 91 subjects with dismissed charges, commanders imjiosed nonjudicial punishment on 25 
subjects. Most of these 25 subjects received three kinds of punishment: a rank reductKm. a fine 
or forfeiture, and resiriclion of their liberty for a pehod of time. 

5 Of the 240 subjects whose cases proceeded to trial, 191 (80%) were convicted. Conviclion by 
courls-martial may result In a combination of punishments Consequently, convicted Setvkx 
members could be adjudged one or more of the punishments listed. However, In most cases, 
they rerxived at least four kinds of punishment: confinement, a reduction in rank, a fma/forfeilure, 
and a discharge Discharges adjudged by courts-martial were either Bad Conduct Discharges or 
Dishonorable Discharges 


45 


APRIL 2012 













71 


FISCAL YEAR 2011 DEPARTMENT OF DEFENSE 

ANNUAL REPORT ON SEXUAL ASSAULT IN THE MIUTARY 


Nonludicial Punishment 

Nonjudicial punishment is administered in 
accordance with Article 15 of the UCMJ and 
empowers commanding officers to impose 
penalties on Service members when there is 
sufficient evidence of minor UCMJ violation. The 
member may demand trial by court-martial instead 
of accepting punishment by the commander. 

Nonjudicial punishment allows commanders to 
address some types of sexual assault and other 
misconduct by Service members that may not 
warrant prosecution in a military or civilian court. 

The DoO definition of sexual assault includes a 
wide range of offenses ranging from unwanted 
sexual contact to rape. With nonjudicial punishment a commander can take a variety of 
corrective actions, including demotions, fines, and restrictions on liberty. Nonjudicial 
punishment often serves as the grounds for discharging military subjects with a less 
than an honorable discharge. 

Of the 791 military subjects who received disciplinary action on a sexual assault 
offense, 187 received nonjudicial punishment (Exhibit 1, Point R). Exhibit 11 denotes 
the outcomes of nonjudicial punishment actions taken against subjects on a sexual 
assault charge in FY1 1 . Of the 168 subjects whose nonjudicial punishments were 
completed in FY1 1 , 93% of subjects were found guilty by the commander and issued 
punishment. Most subjects who received nonjudicial punishment received at least three 
kinds of punishment: reduction in rank, a fine or forfeiture of pay, and restriction of their 
liberty for a period of time. In addition, almost half of these subjects received extra duty 
or hard labor as part of their punishment. For 6% of subjects, the nonjudicial 
punishment served as grounds for a subsequent administrative discharge. 


Do military commanders use 
nonjudicial punishment as their 
primary means of discipline for 
sexual assault crimes? 

No. 

Less than a quarter ot subjects 
who received disciplinary action 
for a sexual assault crime 
received nonjudicial punishmertt 
IhFYII. Most subjects (82%) 
had court-martial charges 
preterred against them. 
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Noniudictai Punishment 
initialed inFYII 
187 Subfecls 


15 ) 



Nonludicial Punishment 
p-| Administered 
1S6 Sobiocts (83%) 


Ac lion 
Pending 

6 Stibiceta 


Nonjudidal Punishment 
Dismissed 
12 Subjects (7%) 


No Outcome' 
Data I 

I 13 Subjects ' 


Correctional Custody 
1% of Subjects 


Reductions In Rank 
7 3% of Subjects 


FinesJForfeilures 
75% of Subjocls 


Restriction 
56% of Subjects 


Hard LaborCxtra Duty 
49% of Sub|ccts 


Reprimand 
15% of Subjects 


Discharge 
Subsequent to 
Nongudicial 
PunishmenI 
Ropoitod for 
6%ofSub{ee1s 


Notes: 


Exhibit 1 1 . Dispositions of Subjects Receivirtg Nonjudicial Punishment. FY1 1 . 


The Military Services reported that 187 subjects of sexual assault invesUgations disposed in 
FY11 were considered for nonjudicial punishment. 

Of the 168 subjects who were considered for nonjudic/al punishment. 6 subjects were stiil 
pending action at the end of FY11. Nonjudicial punishment outcome data was not available for 
13 subjects 

Of the 168 subjects whose noryudictal punishments were completed in FY11. 156 sufyeefs (93%) 
were found guilty by the commander and issued punishment. The remaining 12 subjects (7%) 
were found not guilty 

Nonjudiciat punishment may result in a combination ol penalties. Consequently. Service members 
found guilty can be administered one or more kinds of punishments. However, for most of the 
cases, convicted Service members received at least three kinds of punishment: a reduction in 
rank, a fme/forfeiture. and a restnetion on their liberty for a period of time. Almost half of the 
subjects awarded nonjudiciat punishment were given hard labor or extra duty. 

For 6% of subjects, the nonjudiciat punishment contributed to the rationale supporting an 
administrative discharge. 


Adniinistfative Disciiarqos and Adverse Administrative Actions 

Commanders administratively discharged 48 subjects investigated for a sexual assault 
offense (Exhibit 1, Point R). There are three types of administrative discharges: 
Honorable. General, and Under Other Than Honorable Conditions (UOTHC). General 
and UOTHC discharges may limit those discharged from receiving full entitlements and 
benefits from the OVA. Most of these 46 subjects received either a General or a 
UOTHC discharge. 

In FY1 1, commanders took adverse administrative actions against 67 subjects 
investigated for a sexual assault offense (Exhibit 1, Point R). These actions consist of 
Letters of Reprimand. Letters of Admonishment, and Letters of Counseling. These 
actions may also include but are not limited to denial of re-enlistment, the cancellation of 
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a promotion, and the cancellation of new assignment orders. Adverse administrative 
actions are typically used when the misconduct alleged is of a lesser degree or when 
available evidence does not support more serious disciplinary action. 

Probable Cause Only for a Noiisexual Assault Offense 

The sexual assault investigations conducted by the MClOs sometimes do not find 
sufficient evidence to support disciplinary action against the subject on a sexual assault 
charge. However, the investigations sometimes uncover other forms of chargeable 
misconduct. When this occurs, the Department holds those Service members who 
have committed other misconduct appropriately accountable based on the available 
evidence. In FY1 1, commanders took action against 198 subjects who were originally 
investigated for sexual assault allegations, but evidence only supported action on 
nonsexual assault misconduct, such as making a false official statement, adultery, 
assault, or other crimes (Exhibit 1, Point S), Exhibit 12 denotes the outcomes of the 
disciplinary actions taken against subjects for nonsexual assault offenses in FY1 1 . 
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Probable Caute Only 
I forNonsaxutI j 
Astault OHenaa J.. 

I 19dSub|ects /' a 

' 1 


I uoun'Niaruai 

I Charge Preferred 
^ 17 Sitbiecis 
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Senator Blumenthal. Can you also provide percentages as to 
what numbers or in what rate you give defendants the option of 
a discharge or a resignation in lieu of court martial? 

Dr. Rooney. I will get the information as to what the eventual 
resolution was as to whether that was a negotiated plea or some- 
thing in that regard. That will be a little harder, but I can cer- 
tainly tell you article 15 and various steps of penalties. 
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[The information referred to follows:] 

Of the 370 military subjects whose courts-martial action was completed in fiscal 
year 2011, 39 subjects (or 10.5 percent) were discharged (enlisted) or allowed to re- 
sign (officer) in lieu of court-martial. In cases in which a resignation or discharge 
in lieu of court-martial is requested and approved, the characterization of the dis- 
charge is usually Under Other Than Honorable Conditions, unless a higher charac- 
terization is justified. 

Senator Blumenthal. Finally on this subject, can you tell me 
when Secretary Panetta is going to be releasing the recommenda- 
tions he is going to be having both administrative and legislative? 
Do you know? 

Dr. Rooney. Actually, we have been working on the possible leg- 
islative proposals as recently as today. So I am expecting those to 
be coming up soon, and within the next 3 to 6 months, we will also 
have some additional ways forward on specific recommendations 
coming out from the Services, as well as follow-up on the ones we 
mentioned with the expedited transfer and the document retention. 

Senator Blumenthal. Thank you. 

On the issue — and you raise it in your testimony — concerning 
suicides, can you talk a little bit about what steps are being taken 
to address this issue more effectively? 

Dr. Rooney. Absolutely, and you are right that the numbers 
right now, despite many of our efforts, have not shown a significant 
decrease. But what we have done, in fact, is taken the task force 
that had their report forward. One of the recommendations was to 
create a specific suicide prevention office, which we have done in 
the last few months. The purpose of that office is not to create yet 
another layer, but it is to look across all of the Services and actu- 
ally be the conduit for what are best practices, where are we miss- 
ing some potential opportunities, getting rid of the redundancies. 
That has at this point a temporary staff, but in the fiscal year 2013 
budget, we have the full appropriations we are requesting on that 
to have that staff stand up. 

In addition to that, we are working directly with the Services in 
each of their component areas to see what practices they have in 
place. 

The next thing — and I think you have seen it also from the med- 
ical side — is we are embedding behavioral health not only within 
the units but also making it available to the families through a 
number of our family programs. Again, we are continuing to mon- 
itor what has been the outreach and where have we seen some suc- 
cesses or not as it were. 

Those are the steps at this point with many more coming for- 
ward. 

Also, collecting data has been a big challenge that we have had, 
contemporaneous data. So we are working closely with the Depart- 
ment of Veterans Affairs (VA) in particular at this point to share 
information not only from the DOD side but also what the VA is 
getting. We are doing a lot of joint work with them. So we are get- 
ting data that is within 30 to 60 days old as opposed to a year or 
2, which is what we had been getting, as the way the States are 
gathering it, and sharing that information and trying to trend di- 
rectly with the VA. 
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Senator Blumenthal. Thank you, thank you very much. My 
time has expired. 

Thank you, Mr. Chairman. 

We hear a lot and I profoundly agree with the statement that we 
have heard again and again that our most important asset is our 
people, and you are the folks who are dealing with that asset. So 
I want to thank you for your great work. Thank you for being here. 

Thank you. 

Senator Webb. Thank you. Senator Blumenthal. 

Senator Begich. 

Senator Begich. Thank you very much, Mr. Chairman. 

Thank you all for being here. I appreciate it. 

Let me start with a couple of questions, but first, Mr. McGinnis, 
there is a piece of legislation that Senator Graham and I have 
sponsored on space availability for widows of combat veterans, as 
well as Guard and Reserves. To be very frank with you, we are not 
changing any of the prioritization. We are just making sure if there 
is a seat open and all the prioritization has occurred, then there 
is opportunity. The response we got informally was not very 
thoughtful in my view. I will not belabor it here, but I would like 
you, if you could, to take a look at that legislation and give your 
thoughts on it. 

We have a lot of bipartisan support. As a matter of fact, a lot 
of people on this committee have sponsored it. We think it is a fair 
way to approach. It is like an airline industry. When there is a seat 
empty, there is no value to it, and if there is an opportunity, we 
should explore that. I think what we have tried to do is recognize 
the rules and regulations of prioritization of utilization of space 
available and recognizing that, but not overtaking that and leaving 
a lot of authority to DOD. 

So if you could take a look at that bill, that would be great. 

Mr. McGinnis. I will, sir. 

Senator Begich. My staff will be happy to talk with your staff 
about that. 

I will not belabor it more than that, to say the response was not 
as thoughtful as I thought it would be. I will leave it at that. 

Mr. McGinnis. I will look at it. 

Senator Begich. Thank you very much. 

Secretary Hale, this might be to you and to Secretary Rooney 
also. I want to understand the process. You have to understand 
where I come from. I come from being a former mayor where if I 
have a CFO, they know all, and at the end of the day, they have 
to sign off on money things. No department can go do their own 
stuff, and even when personnel has stuff, someone has to sign off 
their savings or costs. So I do not necessarily say that is the way 
it all works in the military. I am not suggesting that. 

But let me walk through an example and help me understand 
how you would be engaged in this or in your case. Secretary Roo- 
ney. 

I am dealing with, and a lot of folks are dealing with, this 
around the country with bases that are being reviewed for potential 
reductions or reductions of services or personnel, may they be mili- 
tary and/or civilian. We are dealing with this at Eielson Air Force 
Base right now. Here is the scenario. The proposal was laid out. 
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It will save X amount of dollars. We then, of course, questioned 
this. Now they are sending a team up to analyze what the savings 
will he, which seems odd that you would propose a savings and 
then analyze it later, hut I will leave that for a second. 

First of all, I will start with you. Secretary Hale. When the Sec- 
retary of the Air Force — I am using them as an example, I do not 
mean to pick on them, but they are the ones we are dealing with 
with Eielson. They propose these savings that recognize a certain 
amount of money that will be saved. What is your interaction with 
those activities? Do you accept those based on that information? 
Then holding that thought, the question I would have for you. Sec- 
retary Rooney, is when they propose this — and it is basically a bulk 
of personnel savings — how are you engaged in that, in analyzing 
that number, may they be civilian and/or personnel or military ac- 
tive personnel? Secretary Hale, to the first question. What is that 
engagement? 

Mr. Hale. We are dealing with one of the world’s largest organi- 
zations, Senator Begich, and many of these proposals do work up 
through our Military Services and departments which have cost an- 
alysts and staff similar. They are not formally CFOs, but they have 
assistant secretaries for financial management and comptroller. My 
staff tends to review the ones that are in contention or perhaps cut 
across all the Services. 

I do not know for sure on the Eielson one, but my guess is it was 
an Air Force estimate and reviewed by them. 

Senator Begich. So you accept because they go through this kind 
of chain, to a certain extent, I am not saying all the time. 

Mr. Hale. If we have reason to question it, no, but we do not re- 
view every single proposal that comes forward. I do not know on 
the particular one you are referring whether we did. I would need 
to find out. 

Senator Begich. Let me ask then on the personnel. So when they 
recommend or suggest that it will save this amount of military per- 
sonnel and X amount of civilian personnel, again recognizing they 
go through this chain, what happens at your level, if anything? I 
do not know. 

Dr. Rooney. Actually, it would. Two of the areas within per- 
sonnel and readiness deal with military personnel policy and civil- 
ian personnel policy, but embedded in that is this idea of Total 
Force. Our role typically at that point is working with the Services 
to ask them what, in fact, are they going to use as tools, specific 
drawdown tools available potentially for the military, if they are 
seeing that the reduction would come from the personnel side, and 
walk through with them from a policy standpoint what exact shap- 
ing tools are they using and making sure they are understanding 
the costs or the implication of those. 

The same with the civilian side. We have set processes and pro- 
cedures to, hopefully, reintegrate the civilians within the work- 
force, and walk through whether, in fact, they are following those 
procedures and have considered that in cost estimates. 

Senator Begich. I appreciate that answer. But I would have ex- 
pected that from our personnel department in the city would have 
done that. The departments do their thing and then the personnel 
walks through it because sometimes departments will over-esti- 
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mate for the benefit of getting past the Office of Management and 
Budget (0MB). Getting past 0MB, life is better. But in the mayor’s 
office we always had to say, well, are these real, what does it 
mean? 

In this situation, I am assuming they then submit to you some- 
thing that says here is what we guess, here is how much civilian, 
here is how much Active, and then you walk through this process. 
Sometimes it is easy because it is clear, but sometimes more com- 
plicated. Is that a fair statement? Depending on what it is, is that 
fair? 

Dr. Rooney. A fair statement. 

Senator Begich. Can I ask for the record — and again, I do not 
expect you to have it off the top of your head here — what role, 
maybe limited or extensive, that you might have had in this review 
within your area with regard to this redirection? It is a lot of peo- 
ple. Actually, they do not know how many. That is the challenge, 
to be very frank with you. They have estimated Active military, but 
they cannot give us an answer to this day on civilian. We have 
asked them four times. I know there is a document that exists that 
says here is what we anticipate because someone had to review it 
to say here is what it will save. I have not seen it. We have asked 
for it over and over and over again. 

So is that something you could look at and respond? If your an- 
swer is, well, we did not get anything, okay. Or we did, and we 
cannot give it to you yet, okay. Or, yes, we have it, here it is. I 
would prefer the latter, to be very frank with you. I am hoping it 
is the latter. 

Dr. Rooney. What we will do is look at it. Based on what you 
are indicating, it is very possible it has not reached the level yet 
where we would see it fleshed out to the point to be able to give 
some feedback. But what I will do is check with our team, if they 
have been involved to this point, and if not, be able to check and 
see what work has been done, and then we can give you a better 
idea when it would, in fact, come to us for a review. But it usually 
has a little more detail than what you described before we would 
actually see it to be able to give some reaction. 

[The information referred to follows:] 

The fiscal year 2013 budget reflects a balanced workforce that decreases spending 
on military personnel, civilian full-time equivalents, and contracted services. It re- 
flects our best judgment today, representing a carefully coordinated approach based 
on our strategy and policy, balancing operational needs and fiscal reality. Further- 
more, we must budget for a future where we face a decreasing top line, and in order 
to help components do so, the Department of Defense (DOD) established civilian 
manpower targets at fiscal year 2010 levels, with certain exemptions and exceptions 
in critical growth areas. Individual components develop their workforces to meet 
their missions, tasks, and functions based on their operational requirements, work- 
load needs, and available funding. At the departmental level, we do not prioritize 
the components’ missions for them or tell them how to size their workforces. As 
such, we do not require the components to submit a report estimating civilian draw- 
down. 

However, we are committed to ensuring the components have a balanced, flexible, 
responsive workforce that is the appropriate mix of military, civilian, and contracted 
support; efficiently mitigates risks, ensures continuity of operations, and promotes 
an organic knowledge base; and ensures mission requirements are met most cost ef- 
fectively and efficiently. 

In developing budget requests and making manpower determinations. Personnel 
and Readiness works together with other elements of the Secretary’s and DOD’s 
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leadership team to ensure that risk mitigation, continuity of operations, and mission 
attainment shall take precedence over cost of performance. 

Senator Begich. My time is up. 

I would have anticipated even the kind of detail you are talking 
about that you would expect I would expect when they make a re- 
duction to a military base to shift 600-plus people plus more civil- 
ians, which we do not know of, that you would have more informa- 
tion to make those judgments because we have to make the deci- 
sion that, okay, this is an okay budget and we have to check off. 
But if we do not understand how they got there, we cannot make 
a rational decision. So that is why I am in this quandary. 

I will tell you there has been a lot of this — pointing — and I know 
the way it works, especially within the military. There are more 
forms about forms to have more forms. So somewhere in this mix 
someone wrote down in 2013 and 2014 and 2015 we anticipate this 
civilian reduction, this military reduction for the savings of X so 
that we can then get past 0MB and the CFO. Someone did it some- 
where. If they did not, then to be very frank with you, that is in- 
competency. But somewhere it is done. I just know it. That is how 
DOD works here, more reams of paper than paper can be produced 
every day, is my view. So that is just a thought there. 

I have some other questions which I will submit for the record 
for generally all of you. They are broader in the sense of some pol- 
icy issues, and I will submit those. 

I thank you for you letting me have my rant. Thank you, Mr. 
Chairman, for letting me rant. 

Senator Webb. Thank you. Senator Begich. Actually, we will 
have another round if you want to come back and ask more ques- 
tions. 

Senator Begich. I will submit them. 

Senator Webb. Having spent 5 years in the Pentagon, I can say 
a lot of the reams of paper that grow around the Pentagon have 
been produced at the behest of the Senate and the House of Rep- 
resentatives. [Laughter.] 

Senator Begich. The good news is I am not asking for more 
paper. I am just looking for a piece of paper that they produced. 

Senator Webb. Senator Ayotte? 

Senator Ayotte. Thank you, Mr. Chairman. 

Speaking of paper, I wanted to ask Secretary Hale about where 
we are on audit because I was able to ask the Chief of the Air 
Force. I know that the Air Force may have the most difficulty in 
meeting Secretary Panetta’s goal of a 2014 statement of budgetary 
resources. This is something I have been very interested in. In fact, 
I introduced an amendment to the National Defense Authorization 
Act (NDAA) in this past go-around wanting to codify that you meet 
the audit requirements. 

Just wondering where we are. Are we going to meet the 2014 
deadline for a statement of budgetary resources in each of our 
Services and within the overall DOD? 

Mr. Hale. I am reasonably confident. This is a tough problem, 
tougher frankly than I anticipated. But we have several things 
going for us. 

The first is the strong endorsement by Secretary Panetta which 
has opened doors wider than I expected, and we are doing every- 
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thing we can to leverage it. In particular, I think what we are 
doing that we have not been able to do in the past is get this out 
of being a comptroller issue and into being a commander issue. We 
absolutely have to do that because we have to change business 
processes, and only the commander can do that. We have the 
money. We have the governance process. We have interim goals 
which are critical. You probably heard me say before no one wakes 
up thinking, I really got to work hard today for a 2014, let alone 
a 2017, goal. So we have interim dates. 

The Secretary convened a meeting of all the Service Secretaries 
and Service Chiefs. We had everyone there. Amazing to me. They 
get it that it is important now. 

Senator Ayotte. It is important. This is not just any paperwork. 

Mr. Hale. So I am going to stop with reasonably confident. 

Senator Ayotte. Okay. I appreciate that. 

We did talk about a lot of paperwork, but this is really important 
particularly when we are asked to make some very difficult deci- 
sions about DOD in terms of it being a management tool as well 
as an information tool for Congress. Would you agree with me on 
that? 

Mr. Hale. I would. We have over-promised and under-delivered 
for a long time. So that is why the best you get is reasonably con- 
fident, Senator. 

Senator Ayotte. Reasonably confident. I will take it. How is 
that? 

I wanted to ask Secretary Rooney, yesterday you and I had a 
chance to meet and talk about New Hampshire’s deployment cycle 
support program within our Guard. It is one of the challenges that 
we have had that our guardsmen and women and our Reserves — 
we have really used them in these conflicts in Iraq and Afghani- 
stan. They have been part of our Total Force. We would not be able 
to have fought in Iraq and Afghanistan without our Guard or Re- 
serve. Yet, often the whole deployment cycle support is not there 
for them. 

So, New Hampshire came up with a very strong public/private 
partnership. We partnered Federal Government resources with 
State government, as well as private organizations like Easter 
Seals. We have been keeping metrics on it so that we can measure 
the results, and, in fact, the results have been getting our veterans 
to work, reintegrated into work. We have actually saved someone’s 
life in a suicide, which we are very proud of, and really serving our 
families. 

So, I wondered Secretary Rooney, if you have had a chance to 
look at that after we talked yesterday, what are your impressions 
of it. I would also ask Mr. McGinnis as well, and then I would also 
love to invite both of you to New Hampshire to see firsthand how 
this program works. 

Dr. Rooney. Thank you. Senator. Starting with your last point, 
as I indicated to you yesterday, I would welcome the opportunity, 
particularly if I am back home in New England on the weekend, 
to join you and actually see the program. 

I appreciate the additional information you did send over. 

You hit upon a key aspect. When we talk about the challenges 
that we have in managing to leverage resources and be efficient. 
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it is how do we not only extend what we are doing in DOD, but 
reach out and form more of these public/private partnerships. It is 
going to be a way that we have to be very diligent about looking 
for those opportunities, finding those situations that work the best, 
and how can we replicate them. 

After I left you, I was meeting with the senior enlisted, and we 
started talking about this, about how do we successful transition, 
and whether it is Guard and Reserve or Active, it is just how do 
we transition our folks from the military and reach out. They indi- 
cated to me too that they were aware of the New Hampshire pro- 
gram and also possibly another one in Oregon and maybe another 
State. 

I think what all of us need the responsibility for doing, myself 
and Mr. McGinnis, is to look for those opportunities, learn more 
about how they work, and see if we can duplicate them so that we 
are addressing the issues, as we heard of, suicide and unemploy- 
ment and transition. Our job can be to more tightly align with how 
do we translate military skills into skills that the civilian workforce 
can use. We can do a good job about that, but then really rely on 
those public/private partnerships. We are seeing in several cases 
that they work. 

Senator Ayotte. I think one of the reasons it works in New 
Hampshire is because we know there are limited resources, but we 
are leveraging those with the State and with the nonprofit commu- 
nity to take advantage of all the services in a way that is very 
proactive for those that return from overseas or return from de- 
ployment. 

I do not know if you wanted to add anything, Mr. McGinnis? 

Mr. McGinnis. Yes, ma’am. The funding that has been provided 
for these programs in the past has been congressional adds. There 
has been a number of State programs that have been supported. 
The appropriated dollars both to the Services and to DOD — and 
YRRP is focused on the long list of mandated requirements I have 
to make sure happens within the YRRP. We are focused on that. 

However, our YRRP Center for Excellence (CEE) is putting to- 
gether a process to be able to evaluate all these programs, as Dr. 
Rooney mentioned. We share a very similar problem with my col- 
league in military communities and families. Secretary Gordon, 
and we are working with him to put together a process where we 
can evaluate these programs. But like Secretary Rooney, I would 
very much want to come up and see your program. 

Senator Ayotte. We would love it. Come in the fall. It is gor- 
geous. We will have you sooner too. 

Mr. McGinnis. Thank you. 

Senator Ayotte. I wanted to ask Dr. Rooney, certainly Secretary 
Woodson, where we are. Our All-Volunteer Force — I think you 
would all agree that our troops have done everything we have 
asked of them and more. 

So last year, did we not increase TRICARE enrollment fees? 

Dr. Rooney. Modestly we did, yes. 

Senator Ayotte. But we did. 

We tied it to cost-of-living adjustments, correct? Now you are 
back before us — I know. Secretary Hale, you certainly have an 
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opinion on this — to ask for additional TRICARE increases. These 
increases are very significant. 

I know my time is up here, hut I think this is a really important 
issue. So I will wait for another round. 

But for some individuals, these are not trivial. For example, a re- 
tiree receiving between $22,000 and $45,000 a year — their annual 
fees will go from $500 to $1,500 a year, threefold in only about 4 
years. So this is a pretty significant issue. 

I think we have a duty, given what our servicemen and women 
have done, to really have a very hard discussion about this. I am 
really concerned about it. 

I know my time is up. I will stick around to ask more questions 
and turn it back to the chairman. 

Senator Webb. Thank you. Senator Ayotte. 

Actually, I am going to get into that. So I welcome your partici- 
pating when I do. 

I have one other little item that I would like to raise now, and 
there may be other questions that I or other members will submit 
for the record. They will have until close of business tomorrow in 
order to do so. 

I want to follow on what Senator Ayotte just said. 

Before I do that. Dr. Rooney, last year Secretary of Defense 
Gates made a decision to eliminate, reduce, or reallocate 140 gen- 
eral and flag officer positions. We held a hearing on that issue, as 
you may recall. Can you give us an update on the status of that? 

Dr. Rooney. Yes, sir. As of now, we have eliminated 49 of the 
positions. As you are aware, this is a process that we expect be- 
tween now and 2016 to reach the number that you indicated. But 
right now we are at 49. We are expecting, as we continue the draw- 
down in our overseas operations, that we will continue to actually 
increase that number of those that have been eliminated or re- 
duced. 

Senator Webb. So you are continuing the process that was begun 
when Secretary Gates initiated it? 

Dr. Rooney. Yes. In fact. Secretary Panetta was affirmative in 
his support for continuing that process. 

Senator Webb. All right. 

Now, I would like to follow on to what Senator Ayotte said and 
add some of my own concerns here, as I did in the full committee 
hearing about a week ago. 

First, I have said many times — I think all of you know that I be- 
lieve whether there is a specific contractual obligation or not, when 
someone has served a full career, we have a moral obligation to 
provide them with lifetime medical care. Would you agree or dis- 
agree? 

Dr. Rooney. Sir, I believe we have to offer the best medical care 
possible in respect of their service, yes. 

Senator Webb. Secretary Woodson? 

Dr. Woodson. Yes, I do believe we have a responsibility, particu- 
larly for the wounded, ill, and injured, to provide long-term lifetime 
medical care. 

Senator Webb. What about for those who serve a career? 
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Dr. Woodson. I think we have an obligation to provide them 
with a benefit package that is very generous and reflects their sac- 
rifice and service. 

Senator Webb. Thank you. That defines the struggle that we all 
have here. I know how difficult it has been to put together these 
numbers. 

Secretary Woodson, I want to go back and examine the percent- 
age that you raise with respect to 1996 versus today. I want to just 
have my staff take a look at that and get back to you. I may have 
some further questions about how that number was arrived at. 

I would like to put up a chart that you had in your written testi- 
mony over here because this is another piece of the reality, and 
that is that if you look at cost per enrollee in the system, that cost 
has grown at pretty much the same pace as civilian health care. 
As I have said many times, our health care difficulties, as we have 
seen from the last 3 days in the Supreme Court, is a national prob- 
lem. It is not a DOD problem. It is a challenge for all of us. But 
we are pretty much seeing the same percentage increase if you use 
2005 as a baseline as we have seen nationally. Is that a correct 
statement? 

Dr. Woodson. That is correct. Thank you for putting up that 
chart because I have the very same chart. 

[The chart referred to follows:] 

Cost per Enrollee in the MHS Have Grown at Roughly the Same Pace as 

Civilian Health Care 

Cumulative Increase : MHS Per Member Per Month vs. Annual Premium 
FY05‘FY11 
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Senator Webb. I think it is a great starting point for this discus- 
sion. 

Another clarification is, as far as I know, when we summarize 
the costs even for TRICARE For Life, we do not take the costs of 
Medicare Part B and apply it when you are looking at the health 
care costs inside DOD. Right? 
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Dr. Woodson. Let me make sure I understand your question. 

Senator Webb. Let me be clearer. When a retired servicemember 
reaches the age of 65, they are required to sign up for Medicare 
Part B before they can get TRICARE For Life. 

Dr. Woodson. That is correct. 

Senator Webb. The cost of Medicare Part B — just to summarize, 
when you reach the age of 65, you are automatically entitled to 
Medicare Part A. But you have to elect to get Medicare Part B. It 
is wider coverage. But for a retired servicemember who wants 
TRICARE For Life, the DOD benefit, they are required to sign up 
for Medicare Part B. 

Dr. Woodson. That is correct. 

Senator Webb. When we look at the increase in the costs or the 
percentage increase in the costs inside DOD, we do not factor in 
Medicare Part B. That is a total separate account. Correct? 

Dr. Woodson. That is correct, but remember 90 percent of folks 
will and have taken Part B. TRICARE For Life represents that 
wraparound insurance for that other 20 percent, which includes a 
Part D, which is a pharmacy benefit. Remember prior to 2001 
when TRICARE For Life came on board, many folks were paying 
independently for that wraparound insurance. So you are correct in 
your statement about Part B, but most folks will be paying Part 
B anyway. 

Senator Webb. Medicare Part B is a very expensive program, 
and we do not count that when we look at the cost of TRICARE 
in terms of DOD funding. Correct? 

Dr. Woodson. That is correct. 

Senator Webb. Can you put up this other chart? 

[The chart referred to follows:] 
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Senator Webb. If you are looking at this from the perspective of 
a retired servicemember — I spoke to this in a full committee hear- 
ing. But when you are on Active Duty, obviously all your medical 
care is provided for. When you retire before the age of 65, presently 
you are at where the red marks are on this line. You hit 65. You 
are where that far right bar is in terms of how much you are re- 
quired to pay in. The blue represents the proposal from DOD for 
the increases in TRICARE fees. 

So if you are somebody out there, having retired, looking at what 
it is going to cost you for health care, you are seeing, first of all, 
as Senator Ayotte pointed out, a significant jump with the pro- 
posals from DOD, but if you are over here past 65, you are seeing 
just a really large, sudden expenditure. 
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Dr. Woodson. Yes. Thanks for bringing this up because this is 
an interesting chart. First of all, it does not include the average 
out-of-pocket costs. The figures you have given there, where you 
are looking at a premium of $7,000 or a cost $7,672, represents the 
upper tier of folks who pay Part B. They would have to be making 
$428,000 a year in order to pay that premium. 

Senator Webb. The couple, not the individual. Actually, if you 
will see the first line there, that is the lowest tier. Also, let us re- 
member if somebody is on that upper tier, they are also paying 
Medicare again for the money that they are making. They are pay- 
ing three times. They are paying Medicare Part B. They are going 
to be paying TRICARE, and they are going to be paying for Medi- 
care on the income that they are making. 

Dr. Woodson. Yes, but the important issue, in terms of the op- 
tics relative proportion, is that Medicare Part B — they do not start 
tiering until about $170,000 a year. So you are really talking about 
an upper echelon. 

The other thing about the chart is, again, you are not talking 
about total out-of-pocket costs. That is why the differential looks so 
wide there. If you looked at the other out-of-pocket costs, you would 
see that it would not be as 

Senator Webb. Actually, that goes to another point, and then I 
am going to let Senator Ayotte follow on here, and that is that peo- 
ple who think that the TRICARE fee by itself is all that somebody 
is paying is not correct. For instance, if you are talking about 
TRICARE standard, you pay a 25 percent cost share after you pay 
your fee. So when people are talking about the notion that the 
amount that our retirees are paying for health care is very small, 
I agree with you that is not reflective of the amount that they are 
paying. 

Dr. Woodson. That is exactly why we talk about cost share be- 
cause that takes into account the relative out-of-pocket costs, and 
so the statistics I gave you before were correct, that in 1996 the 
relative contribution cost share was 27 percent. It has dropped to 
about 10 percent, even less if you look at prime. What we are talk- 
ing about is a rebalancing so that even in 2017 and beyond, the rel- 
ative cost share is only going to be about 14 percent, which is about 
half of what it was originally. So you have to talk about out-of- 
pocket costs. 

Senator Webb. Right. We will look at your figures. 

Dr. Woodson. Oh, absolutely. We can provide you details on 
that. 

Mr. Hale. Could I just add one more point that I think is impor- 
tant to this comparison? Although we should not copy the civilian 
system, we need to keep it in mind. Good Medigap coverage for a 
couple is probably $4,000 a year. We are talking TRICARE For Life 
at the highest tier of $900, at the lowest tier for $22,000 and less, 
more junior retirees, $300. It is meant to be generous. I think that 
is right. But I think we have to keep this in mind. This is a dy- 
namic health care system, and we have to make some of those 
or 

Senator Webb. Look, that is in addition and in addition to 

Mr. Hale. Yes, but it would be in addition for the civilians as 
well. They would be paying that $2,000 
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Senator Webb. What we are talking about is an obligation to pro- 
vide them medical care for the rest of their life based on a com- 
pensation package that begins the day that they enlist and is am- 
ortized over the rest of their life. It is not a direct comparison, in 
my view. 

Now, we are going to continue this probably for the next 4 or 5 
months. But I appreciate your views and you have heard mine. 

Mr. Hale. Okay. I understand. May I add one more thought? 
That is, you keep this in the context that we owe them not only 
good medical care, we have to provide training and equipment for 
them, as you know a lot better than I do given your military serv- 
ice. We have to have a balanced package as we respond to the 

Senator Webb. I totally agree with that, but what I am saying 
to you is you cannot renegotiate the front end once the back end 
is done. This is an obligation that has been made to people whose 
military careers are now done. If you want to reexamine the whole 
compensation package, that is something that actually is on the 
table. 

Senator Ayotte. 

Senator Ayotte. I would agree very much with the chairman on 
this. Just in terms of what we are talking about, as far as a com- 
parison, there is a reason that in President Lincoln’s second inau- 
gural address he said that we have a duty. Really, we have to “bind 
up our Nation’s wounds to care for him who shall have borne the 
battle and for his widow and his orphan.” This is different than the 
rest of the population in terms of what they have sacrificed and 
what they have put on the line for us and what they were prom- 
ised. What is it that they expected in all this? So I think that that 
is what we are talking about here. 

What bothers me about this is that the reason that you are here 
in this position is that — let’s face it. Something like the BCA — ^you 
came with us last year to ask for TRICARE increases, and that was 
not easy, was it. Secretary Hale? That was a difficult question. I 
know you did not get everything you wanted. 

Mr. Hale. We appreciate your support. 

Senator Ayotte. No, exactly. We supported you on that, and you 
are back before us this year. 

In the context of what we are looking at with something like the 
BCA, you have been handed a number. You are under additional 
budgetary pressures. Health care costs are rising in every sector. 
But we have not, as a Congress, dealt with the 60 percent of the 
spending that is going up in Federal spending that includes Medi- 
care, that includes Medicaid, that includes the mandatory pro- 
grams. I understand why you are here before us. 

I do not think, though, that we should put that, if we do not 
show the courage to deal with the entire budget — to really put a 
significant increase and burden after we just did an increase last 
year on this group of individuals who have served our Nation, 
given what they had as anticipation when they came into Service, 
as Senator Webb has said, and where we are making these 
changes. So that is one of the overall concerns I have about this. 

I understand that you were handed a number in the BCA. Would 
you be here asking for these increases immediately after you got 
some last year but for the BCA? 
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Mr. Hale. I suspect the answer to that is no, but the BCA is a 
law that you passed and we do need to be consistent with it. My 
worry is that if we choose not to make these decisions, we will have 
to take it out of force structure and investment, and I believe that 
we have already, consistent with the strategy, done what we should 
there. It is actually quite disproportionate toward the investment 
side and very disproportionate on the low side for personnel. So if 
you do not support this, I am not sure where we go. 

Senator Ayotte. But my point in the bigger picture in all this, 
which is really not your fault that you are put in this position — 
is that because in Congress we are not looking at the whole pic- 
ture, that you are in a position where you are handed the BCA, you 
are coming before us, you are going to ask for these health care in- 
creases after just having increased TRICARE last year. I think 
that we also on our end, to put this a little bit on us, that we have 
to take on the big picture here or we are going to be in a place like 
sequestration. We are going to be in a place where there is no ques- 
tion, reductions are going to happen to our military with with- 
drawal from Iraq and drawdown in Afghanistan. But you are here. 
It is troubling to me that we are going to take it out of that group 
first instead of dealing with the big picture of our budget problem. 

Mr. Hale. I would love a grand budget deal. 

Dr. Woodson. But the truth of the matter is we are not taking 
it out of that group first. As Secretary Hale said in his opening 
statement, while personnel costs at 30 percent — when the Sec- 
retary laid out the policies and procedures for looking at the budg- 
et, 90 percent came from troops, weapons programs, ships, planes. 
10 percent came from personnel costs, and the truth of the matter 
is these TRICARE fee adjustments represent only slightly less than 
5 percent. 

Senator Ayotte. I do have one substantive question. You re- 
ceived the Government Accountability Office (GAO) report which 
recommended a consolidation among the Services of health care as 
a way of a significant cost saving measure. I do not see that in all 
of this. I do not see a significant move in terms of changing and 
consolidation in trying to look at other ways where we could save 
money in health care. In fact, GAO recommended that you could 
achieve between $281 million and $460 million in annual savings 
from that. Have we gone down that road at all? 

Dr. Woodson. Yes. So you may be aware that we delivered to 
Congress the required report to Congress in the NDAA looking at 
the restructuring of the military health system. We were ready to 
move out on that last fall when at the 11th hour, we got a prohibi- 
tion in the NDAA saying that we could not make any changes in 
the military health system. So we have gone down that path in 
terms of analyzing what we need to get the greatest amount of effi- 
ciencies by looking at common business practices and common serv- 
ice orientation. 

I would suggest to you again that as much as we are bringing 
focus and energy to reorganizing the structure of the military 
health system — can we put up chart 1 please? 

[The chart referred to follows:] 
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MHS Appropriation by Activity 
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Dr. Woodson. You need to understand that headquarters func- 
tions actually represent only about 2 percent of budget, and we af- 
fectionately call this slide “the planet slide” because it shows the 
relative amounts of money in the budget. If you look to the far 
right, that really represents headquarters function, and where we 
spend the bulk of the money is actually in delivery of care and pri- 
vate sector care and maintenance 

Senator Ayotte. I apologize. I will grab that report and look at 
it right away. So is this something you would still want to do? 

Dr. Woodson. Absolutely. 

Senator Ayotte. If you did it, could you also not have to ask for 
the increases that you are asking for? 

Dr. Woodson. The answer is no because if you look at that slide, 
again headquarters function, while we want to squeeze that lemon 
very hard, only represents about 2 percent of really our costs. So 
the headquarters function is not going to get us to where we need 
to go. 

The other thing that you have to remember is that it is about 
putting the program on a sustainable course so that it will be there 
for future generations and men and women who stand up and raise 
their right hand and say I will protect and defend, that a benefit 
will be there, a generous benefit will be there, to take care of their 
lifelong needs and medical care. The issue is that because we have 
had prohibitions for 16 years, we actually are far behind the curve 
and not on a sustainable course. 

Put up number 4 there, please. 

[The chart referred to follows:] 
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Private Sector Premiums Have Outstripped General Inflation & Wages 
TRICARE Retiree Premium Increases Were Zero, Still Well Below Private Sector Experience 
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Dr. Woodson. I want to show to you how dramatic this is. If you 
look at particularly the private sector — and I know we do not want 
to talk about comparisons — over the course of the last decade or so, 
contributions to premium costs in health care have gone up 168 
percent. Premium costs have gone up 160 percent. If you look at 
the blue line at the bottom, you can see that there has been no in- 
crease until last year when we had these very modest increases of 
$2.50 per month for singles and $5 a month for families. 

The issue is that we have not been on a sustainable course, and 
we need to certainly slightly rebalance it. With all of the proposals, 
we will not go back to what was the original agreed upon cost 
share. We will only be at half of that, but we will be on a more 
sustainable course. This is about a national security issue that goes 
on for decades. 

Senator Ayotte. This in my view — with all respect to the private 
sector, they do not endure what our soldiers do in battle 

Dr. Woodson. I understand. 

Senator Ayotte. — or shot at — the things that they have to expe- 
rience. So I do not find the comparison good. 

I think that if we as Congress would actually say that this is a 
commitment we want to follow through on, that we could find a 
way to do it if we are willing to take on entitlements, if we are will- 
ing to take on the rest of the budget rather than you all trying to 
find a way to pass this on to our veterans in the first instance. 
That is my big-picture concern here. 

But I understand that health care is going up everywhere, but 
I do not find the comparison the same. 

Senator Webb. Let me just have the final word here, seeing as 
I have the gavel. [Laughter.] 
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Just a couple of things. This is almost going the way that the 
lawyer hearing went when we had all the Judge Advocates General 
up here. It is going for another half hour. 

We will have further discussion about this and we will actually 
want to come back to you again, Secretary Woodson. There are 
some data that I may want. 

But let me just make three final points here in terms of where 
our concerns are. 

First, I understand the hand that you are dealt. I spent 5 years 
in the building. I was on the Defense Resources Board for 4 years. 
I understand the hand you are dealt. 

Second, I understand the notion of getting a sustainable course. 
The difficulty here is if you are going to look at the back end after 
someone has completed their career, that is a different situation 
than analyzing the whole context of the moral contract that goes 
into service. That is a concern. 

Then third, the reason I put that chart up there with Medicare 
Part B is I do not think there are very many members up here who 
understand that a military retiree has to buy into Medicare Part 
B before they get TRICARE For Life. They do not understand that. 
They see the little bar at the very top, the red part of the bar. They 
do not understand the blue part. I think I got that right. So it is 
an important part of the decision process up here when people look 
at that because it does not show up in the DOD budget, but it does 
show up in somebody’s bank account. 

So we will continue this discussion. Again, I very much appre- 
ciate your all coming to testify today. 

This hearing is adjourned. 

[Questions for the record with answers supplied follow:] 

Questions Submitted by Senator Mark Begich 

TRICARE west 

1. Senator Begich. Dr. Woodson, I understand you made a decision recently on 
the TRICARE contract in the West Region, which serves my home State of Alaska. 
As you know, Alaska is just beginning to move towards delivering military care in 
a somewhat similar manner as is done in the lower 48 States. It’s been a long and 
challenging process. So, the decision on the contract award will have a substantial 
impact on my constituents. I understand this award went to the higher price bidder. 
The contract award process is more detailed than simply price, but price is pretty 
important these days. Is it accurate that the contract was awarded to a higher bid- 
der? 

Dr. Woodson. Yes, the contract was awarded to the higher priced offeror. The 
source selection factors for this solicitation gave greater weight to technical and per- 
formance-related factors than to cost and price-related factors. The Source Selection 
Authority compared offers and, within the parameters of this authority, determined 
that the higher price was more than offset by the added value offered. 

2. Senator Begich. Dr. Woodson, will you provide me with a full briefing on the 
decision from the Department of Defense (DOD) so I may better understand it, as 
it will have a tremendous impact on all men and women in uniform, but especially 
on constituents in Alaska, as we don’t want to go backwards with progress that has 
been made in the State. 

Dr. Woodson. I would be happy to arrange for a briefing once this protest is set- 
tled. The decision in the West is under protest and a briefing prior to the outcome 
of that proceeding would be guide limited. 
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TRICARE INCREASES 

3. Senator Begich. Secretary Hale and Dr. Woodson, in years past, DOD has pro- 
posed to increase TRICARE fees, and thereby achieve savings, that were based in 
part on the principle that beneficiaries would either opt out of TRICARE completely, 
or decrease the amount of health care they used. This year DOD’s proposal for 
TRICARE Prime enrollment fees is for a first-year increase of 30 percent to 78 per- 
cent. That, plus other increases in health care costs to retirees, will result in $12 
billion in savings to DOD over 5 years. How much revenue does DOD expect to gen- 
erate from the proposed fee increases? 

Mr. Hale and Dr. Woodson. The fiscal year 2013 health reform proposals are ex- 
pected to save DOD a total of $12.9 billion through fiscal year 2017. These savings 
are derived from four effects: 

• First, we project some savings from stopping and reversing the increase 
in the number of retirees who use TRICARE as their primary health insur- 
ance vice using their employer-sponsored insurance. In fiscal year 2000, ap- 
proximately 60 percent of retirees relied on TRICARE. Today, it is roughly 
84 percent with projections that it will reach 90 percent by fiscal year 2017. 

Our estimate is that these proposals will reduce this reliance to 79 percent, 
roughly what it was in fiscal year 2008. For fiscal year 2013, these savings 
amount to $201 million. 

• Second, we project a minor decrease in health care utilization due to the 
higher fees. 

• Third, we project that beneficiaries will use health care options that are 
less costly for DOD. We project more beneficiaries will use TRICARE 
Standard vice Prime, that they will use more generic prescriptions vice 
brand, and that they will use military treatment facility (MTF) and mail 
order vice retail pharmacies. 

• Finally, there is the direct savings from increased fees that will offset 
DOD’s cost of health care. 

For fiscal year 2013-fiscal year 2021, we project that 25 percent of the savings 
will come from the increased reliance on employer-sponsored health care, 7 percent 
of the savings will come from the decrease in utilization, 28 percent will come from 
the use of less costly options, and that 40 percent will come directly from the in- 
creased fees. 

4. Senator Begich. Secretary Hale and Dr. Woodson, how much does DOD expect 
to save from beneficiaries changing their behavior with regard to health care use? 

Mr. Hale and Dr. Woodson. The fiscal year 2013 health reform proposals are ex- 
pected to save DOD a total of $12.9 billion through fiscal year 2017. These savings 
are derived from four effects: 

• First, we project some savings from stopping and reversing the increase 
in the number of retirees who use TRICARE as their primary health insur- 
ance vice using their employer-sponsored insurance. In fiscal year 2000, ap- 
proximately 60 percent of retirees relied on TRICARE. Today, it is roughly 
84 percent with projections that it will reach 90 percent by fiscal year 2017. 

Our estimate is that these proposals will reduce this reliance to 79 percent, 
roughly what it was in fiscal year 2008. For fiscal year 2013, these savings 
amount to $201 million. 

• Second, we project a minor decrease in health care utilization due to the 
higher fees. 

• Third, we project that beneficiaries will use health care options that are 
less costly for DOD. We project more beneficiaries will use TRICARE 
Standard vice Prime, that they will use more generic prescriptions vice 
brand, and that they will use MTF and mail order vice retail pharmacies. 

• Finally, there is the direct savings from increased fees that will offset 
DOD’s cost of health care. 

For fiscal year 2013-fiscal year 2021, we project that 25 percent of the savings 
will come from the increased reliance on employer sponsored health care, 7 percent 
of the savings will come from the decrease in utilization, 28 percent will come from 
the use of less costly options, and that 40 percent will come directly from the in- 
creased fees. 
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PERSONNEL DECREASES 

5. Senator Begich. Secretary Rooney, DOD is proposing a decrease of 8,000 per- 
sonnel in fiscal year 2013. How did DOD determine 8,000 personnel decreases were 
feasible and will not undermine the workforce? 

Dr. Rooney. DOD’s fiscal year 2013 budget request, including the proposed reduc- 
tion in personnel, reflects a balanced workforce that decreases overall spending on 
military end strength and DOD’s Federal civilian workforce, as well as on contract 
services. It reflects our best judgment today and represents a carefully coordinated 
approach based on DOD’s strategy and policy that balances operational needs and 
fiscal reality without placing national security and our overall defense posture at 
risk. Proposed reductions in the military personnel levels reflect declines in our cur- 
rent overseas commitments; revised strategy, posture, and operational planning; 
and changes to our force structure. Reductions in civilian personnel are predomi- 
nantly associated with ongoing organizational assessments and mission/function 
prioritization in an effort to reduce administrative workload. These reductions pre- 
serve DOD’s civilian workforce’s capability to perform key enabling functions for the 
operating forces, such as critical training and preparation to ensure readiness, 
equipment modernization and reset, medical care, family support, and base oper- 
ating and infrastructure services — all vital services that support our men and 
women in uniform and help meet the Nation’s security needs. 

6. Senator Begich. Secretary Rooney, what assessment was conducted? 

Dr. Rooney. The reductions in the workforce reflect, in part, a continuation of 
DOD’s efficiency initiative, directed by Secretary Gates and first included in the fis- 
cal year 2012 budget. Specifically, they reflect the direction given to complete orga- 
nizational assessments and mission/function prioritization, reflecting DOD’s commit- 
ment to challenge workload requirements and more appropriately size the workforce 
to meet the most pressing and critical priorities with a focus on reducing adminis- 
trative functions associated with headquarters staffs. Additional reductions planned 
and reflected in the fiscal year 2013 budget correlate to changes in DOD’s force 
structure, strategy, posture, and operational tempo. 

7. Senator Begich. Secretary Rooney, of the 8,000 civilian personnel reduction, 
please provide how many each Service will have to decrease by and in what areas — 
base support, et cetera. 

Dr. Rooney. Total U.S. Direct Hire (USDH) full-time equivalents (FTE) decreased 
by 7,367 from the fiscal year 2012 level of 751,172 to the fiscal year 2013 level of 
743,805. There was a net decrease of USDH (reimbursable) FTEs of 12,194 (see 
charts by Service component and appropriation below), which were offset by a net 
growth of 4,827 USDH (direct) FTEs, resulting in the overall decrease of 7,367. 

• The decrease in USDH reimbursable FTEs is primarily in the Military 
Departments’ Operation and Maintenance and Revolving Funds accounts, 
as shown in the chart attached. Reimbursable functions include logistical 
support functions such as depot-level equipment/aircraft repair and mainte- 
nance and ship maintenance and operations. 

• Of the Defense-wide reductions, 306 USDH reimbursable FTEs were con- 
verted to USDH direct FTEs. The remaining Defense-wide reductions were 
in the drug demand reduction and intelligence programs. 

Table. USDH (reimbursable) FTE decreases by Service component and appropriation) 


USDH 

(REIMS) 

Operation and Maintenance 

Revolving Funds 


FY2012 

FY 2013 

Difference 

% 

Change 

FY 2012 

FY 2013 

Difference 

% 

Change 

Army 

63,673 

55,250 

(8,423) 

-13.2% 

23,059 

23,537 

478 

2.1% 

Don 

28,927 

27,471 

(1,4S6) 

-5.0% 

76,653 

76,067 

(586) 

-0.8% 

Air Force 

16,244 

15,769 

(475) 

-2.9% 

31,731 

30,648 

(1,083) 

-3.4% 

Defense- 

wide 

2,678 

2,325 

(353) 

-13.2% 

55,762 

55,896 

134 

0.2% 

Total 

111,522 

100,815 

(10,707) 

-9.6% 

187,205 

186,148 

(1,057) 

•0.6% 
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USDH 

(REIMB) 

Family Housing 

Military Construction 


FY 2012 

FY 2013 

Difference 

% 

Change 

FY 2012 

FY 2013 

Difference 

% 

Change 

Army 

0 

0 



5459 

5398 

(61) 

-1.1% 

DoN 

4 

4 


0.0% 





Air Force 



- 






Defense- 

wide 









Total 

4 

4 

. 

0.0% 

5,459 

5,398 

(61) 

-1.1% 


USDH 

(REIMB) 

RDT&E 

MAP Federal Funds 


! FY 2012 

FY2013 

Difference 

% j 

Change i 

FY2012 

FY 2013 

Difference i 

% 

Change 

Army 

9441 

9187 

(254) 

-2.7% 

12 : 

13 

1 

8% 

Don 

558 

557 ■ 

(1) 

-0.2% 





Air Force 

1586 

1466 

(120) 

i 

-7.6% : 





Defense- 

wide 

333 

338 

5 

1.5% 





Total 

11,918 

11,548 

(370) 

-3.1% 

12 

13 

1 

8.3% 


USDH 

(REIMB) 

TOTAL 


FY 2012 

FY 2013 

Difference 

% 

Change 

Army 

101,644 

93,385 

(8,259) 

-8.1% 

Don 

106,142 

104,099 

(2,043) 

-1.9% 

Air Force 

49,561 

47,883 

(1,678) 

-3.4% 

Defense- 

wide 

58,773 

58,559 

(214) 

-0.4% 

Total 

316,120 

303,926 

(12,194) 

-3.9% 


JOINT BASING 

8. Senator Begich. Secretary Rooney, you mention in your written testimony sub- 
mitted for the record that there have been some exceptions for growth and increases 
to the civilian workforce — to include joint basing requirements for the Navy and Air 
Force. Why have these exemptions not also been extended to Air Force and Army 
joint bases — such as Joint Base Elmendorf-Richardson (JBER)? 

Dr. Rooney. When DOD directed its components to hold civilian funding to fiscal 
year 2010 levels, we recognized that some allowances had to be made for new mis- 
sions or legislative requirements. One such allowance, as needed, was for imple- 
menting certain Base Realignment and Closure (BRAC) 2005 directed initiatives as- 
sociated with selected joint basing agreements. 

Joint basing generated civilian workforce transfers between the Services. As a re- 
sult, both the Air Force and Navy increased, while the Army saw its civilian work- 
force decrease as joint basing was implemented. Therefore, the Army did not require 
a growth exception for joint basing. Based on workforce shifts of installation support 
realignments, the Navy and Air Force requested exceptions to their overall civilian 
workforce levels. Based on overall joint basing requirements, the Army did not re- 
quest an exception. 
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9. Senator Begich. Secretary Rooney, I am concerned the Air Force, as the instal- 
lation’s executive agent, is not meeting joint basing requirements at JBER. JBER 
lost more than 220 civilian personnel billets previously identified as necessary to ac- 
commodate joint basing and the increase in Army end strength at the installation. 
Has the Air Force sought exceptions for joint bases where they are the lead or just 
the tenant? Why or why not? 

Dr. Rooney. The Air Force actively sought exceptions to protect civilian growth 
associated with joint basing, acquisition excellence, plus operations and mainte- 
nance in-sourcing. While some exceptions were granted, DOD had to also respond 
to the Budget Control Act (BCA) of 2011. As such, the Air Force focused on reduc- 
tions in overhead and support areas while minimizing the impact to functions tied 
to joint basing, acquisition excellence, the nuclear enterprise, and its flying mis- 
sions. 

BRAC 2005 created joint basing as a means to identify, capture, and continue sig- 
nificant savings through consolidation thus freeing resources for other priorities. 
The joint bases for which the Air Force is the last Service are now in the process 
of reducing some of its previously planned growth by consolidating and centralizing 
many base support functions; examples include the “Tailoring Installation Support” 
and “Civil Engineer Transformation” initiatives. Their joint base commanders have 
the authority to, and will, reallocate manpower and dollars across their functions 
to maximize capabilities while mitigating impact to the services they provide. In 
spite of these fiscal challenges. Air Force remains committed to joint basing while 
meeting or exceeding the needs of our mission customers. 


BASE SERVICES 

10. Senator Begich. Secretary Rooney, as you know, to meet the fiscal year 2010 
cap, the Services decreased civilian personnel primarily in base support services. Do 
you have any concerns the Services will take the additional reductions in base sup- 
port services and thereby compromise quality of life and installation support? 

Dr. Rooney. No, I am not concerned that quality of life and installation support 
will suffer. The reductions in DOD’s civilian workforce, including those in base sup- 
port services, are correlated to workload and based on mission/function 
prioritization, reflecting the changes in DOD’s strategy and force structure. DOD 
has established an internal, multi-level governance process for monitoring imple- 
mentation of all efficiencies and associated budget reductions. Through such govern- 
ance processes, the Service and Department’s leadership ensures that base oper- 
ating and infrastructure services, critical training to ensure readiness, equipment 
modernization and reset, medical care, and family support are delivered in a man- 
ner and with sufficient personnel to maintain quality of life and warfighting capa- 
bilities. 


SEPARATION 

11. Senator Begich. Secretary Rooney, I understand it is DOD’s intent to utilize 
voluntary separation measures when implementing civilian personnel reductions. 
Yet, most applicants are being turned down when they apply for voluntary separa- 
tion or retirement. In these economic times, a lay-off is unacceptable. Does DOD 
have the flexibility it needs to utilize voluntary incentives to the fullest? 

Dr. Rooney. Yes, these incentives have served DOD well in avoiding involuntary 
separations. In accordance with the governing statute. Voluntary Separation Incen- 
tive Pay (VSIP) and/or Voluntary Early Retirement Authority (VERA) can only be 
granted when a voluntary separation would avert an involuntary separation, or 
when the vacated position can be restructured to meet organizational needs. It is 
management’s responsibility to determine when it is necessary to use these authori- 
ties and to determine who is in the eligible population. As a result, employees who 
do not work in areas targeted for VSIP/VERA are not eligible and they generally 
represent the group of applicants who claim they are being turned down. 

To minimize involuntary separations, DOD has a statutory limit of 25,000 VSIP 
payments annually. We do not anticipate exceeding the statutory limit in the cur- 
rent environment. There is no ceiling on VERA, but the number may be limited by 
the 25,000 VSIP limit because most employees who apply for VERA also apply for 
VSIP. In fiscal year 2011, DOD approved 3,854 VSIPs and 712 VERAs (649 with 
VSIP). As of March 31, 2012, DOD has approved approximately the same number 
of VSIPs and VERAs as it did in fiscal year 2011. 

If the use of voluntary separation incentives does not avoid the need for involun- 
tary separations, DOD relies on the DOD Priority Placement Program (PPP), DOD’s 
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civilian career transition assistance program. When employees are scheduled for dis- 
placement due to downsizing or organizational restructuring, they receive hiring 
preference for DOD job vacancies through the PPP. Almost 260,000 civilians have 
been successfully placed through this program, and it remains the centerpiece of 
DOD’s overall efforts to maintain a stable workforce. 


Voluntary Separation Incentive Pay Approved 



Fiscal Year 


2009 

2010 

2011 

2012 

{1st and 2nd qtr) 

Army 

820 

790 

2,143 

1,679 

Navy 

364 

540 

812 

265 

Air Force 

496 

236 

247 

1,107 

Other DOD 

313 

463 

652 

427 

Total 

1,993 

2,029 

3,854 

3,496 


Voluntary Early Retirement Authorities Approved 



Fiscal Year 

2009 

2010 

2011 

2012 

(1st and 2nd qtr) 

Army 

280 

250 

250 

399 


(241 with VSIP) 

(197 with VSIP) 

(234 with VSIP) 

(381 with VSIP) 

Navy 

149 

150 

186 

71 


(102 with VSIP) 

(125 with VSIP) 

(175 with VSIP) 

(60 with VSIP) 

Air Force 

157 

107 

142 

247 


(151 with VSIP) 

(99 with VSIP) 

(136 with VSIP) 

(241 with VSIP) 

Other DOD 

173 

293 

134 

77 


(108 with VSIP) 

(157 with VSIP) 

114 with VSIP) 

(74 with VSIP) 

Total 

759 

800 

712 

794 


(602 with VSIP) 

(578 with VSIP) 

(659 with VSIP) 

(794 with VSIP) 


12. Senator Begich. Secretary Rooney, are there legal restrictions or barriers to 
more lenient use to avoid a reduction in force? 

Dr. Rooney. Yes. As explained in my previous response, VSIP and the VERA are 
governed by law. Section 9902 of Title 5 of the U.S. Code, imposes limits on the Sec- 
retary’s independent authority to use these separation incentives. These tools may 
only be used for two purposes: 

1. To reduce involuntary separations that would otherwise occur. 

2. To restructure the workforce to meet mission objectives without reducing the 
overall number of personnel. We cannot approve VSIP or VERA requests un- 
less the voluntary separations would achieve one of the two specified purposes. 


FAMILY SUPPORT 

13. Senator Begich. Secretary Rooney, family support programs are protected in 
the budget but indications are they will not see any growth in budget in the out- 
years. How does DOD intend to ensure funding of family support programs keeps 
pace with inflation? 

Dr. Rooney. To ensure that funding of family support programs keeps pace with 
inflation and family programs are not reduced, I emphasized the need for Services 
to safeguard and sustain funding levels for their family programs. This resulted in 
implementation of a Comptroller-mandated, in-depth, mid-year review of the Serv- 
ices’ budgets. The Services are in the process of scrutinizing their budgets, tracking 
program funding, and disclosing discrepancies that could indicate diversion of funds 
from programs for which the funds were originally intended. Ongoing tracking of 
budgets and reporting on status of budgets supports the Secretary’s position of 
“keeping faith” with servicemembers and their families to protect family assistance 
programs. Additionally, resourcing plans must meiximize leveraging community- 
based organizations that offer legitimate resources to support and empower our 
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military families. DOD’s ability to adapt programs and establish partnerships that 
more effectively and efficiently meet the needs of our military families are key to 
DOD’s continued success in an ever more fiscally-constrained environment. 


ASSIGNMENTS FOR WOMEN 

14. Senator Begich. Secretary Rooney, I’ve long heen an advocate for eliminating 
assignment restrictions for women in the military. Please describe the recent DOD 
changes with respect to women serving in the military. 

Dr. Rooney. On February 9, the Secretary of Defense notified Congress of his in- 
tention to remove the co-location restriction and permit an exception to policy that 
allows women to he assigned to the hattalion-level of specific direct ground comhat 
units. Co-located positions are not part of ground combat units, but by virtue of the 
duties or missions involved, must be co-located with the ground combat units. In 
addition, positions opened under an exception to the existing DOD policy permit as- 
signment of women to specific direct ground combat battalions in select occupations 
open to women. The experience gained by assigning women to these select positions 
will help assess the suitability and contemporary relevance of the direct ground 
combat unit assignment prohibition and inform future policy decisions. In total, 
14,325 positions are opening as a result of these changes. The Services will begin 
implementing these changes effective May 14, 2012. 

15. Senator Begich. Secretary Rooney, what more is DOD doing to give women 
a larger role in the Services? 

Dr. Rooney. See response to question #14. 


RESERVE COMPONENT 

16. Senator Begich. Mr. McGinnis, I was pleased in your opening statement that 
you mention the Innovative Readiness Training (IRT) program. I am pleased to see 
this program’s funding remained stable in the budget request at $20 million. Please 
elaborate on the benefits of the program to our Reserve component and civilian and 
military partnerships. 

Mr. McGinnis. The IRT program provides real world training opportunities for 
DOD servicemembers, which prepares them for wartime missions while supporting 
the needs of America’s underserved communities, many in rural areas. Through this 
program, the National Guard and Reserve and various Active component military 
units refine their planning, logistical, engineering, health care, driving, and trans- 
portation skills by performing services and developing projects in and for commu- 
nities that otherwise would not have the resources to conduct them on their own. 
In many cases, the community provides the materials and the military provides the 
manpower, equipment, and training to sustain the improvements. 

This year, along with significant training in logistics, joint operational planning, 
coordination, and communication. Navy Seabees, Marine Combat Engineers, Army 
Reserve, and Air Force Red Horse teams will gain vertical and horizontal engineer- 
ing experience. In West Virginia, over 1,300 Reserve component engineers and sup- 
port personnel will build roads and helipads. In New Mexico, houses for homeless 
Navajos will be constructed, and in Arizona, a school for exceptional children will 
expand. 

In Arkansas last year, 5 communities were provided much needed medical, dental, 
optometry, and veterinary care; over 6,000 residents received direct medical care. 
Just last month, over 10,000 residents of Kauai, HI received similar medical serv- 
ices and 3,500 pairs of glasses were fabricated. Currently, the Arctic Care mission 
is underway in 16 villages in partnership with the Norton Sound Health Corpora- 
tion in Nome, AK. Next month, three rural communities in Alabama will provide 
the back drop for medical training and many residents will receive much needed 
health care. Over 300 military medical personnel train at each of these health care 
missions. 

As overseas military operations wind down in the coming years, it is imperative 
to have sustainment training opportunities available to the Guard and Reserve. 
This program provides that unique niche of high-value mission essential training in 
support of the Nation’s underserved and remote communities. 

17. Senator Begich. Mr. McGinnis, you highlight the alarming Reserve compo- 
nent unemployment rate in your testimony. I understand the Army Reserves has 
a program called the Employer Partnership of the Armed Forces (EPAF). This pro- 
gram is having tremendous success ensuring members are trained and receive ere- 
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dentials for civilian work while sta3dng qualified for their military work. The Army 
Reserves is working hand-in-hand with employers to understand what credentials 
and skill sets are required for employment, training the force, and then placing 
members into jobs. Are you familiar with this program? 

Mr. McGinnis. Yes, my office is very familiar with this program. The EPAF was 
developed by the Office of the Chief, Army Reserve to work with employers to facili- 
tate employment opportunities for Army reservists. After careful review of the suc- 
cess of EPAF, and with the concurrence of the Chief, Army Reserve, EPAF has 
transitioned to a multi-Service program known as “Hero2Hired (H2H)”, which is ad- 
ministered by my office, and is available for use by servicemembers in all seven Re- 
serve components. H2H, with a web site H2H.jobs, retains many of the great fea- 
tures and lessons learned in EPAF and has expanded tools designed to provide out- 
reach, support, and mentorship to the unique Reserve component population. The 
tools help all unemployed and under-employed Reserve component servicemembers 
and spouses with employment assistance. 

18. Senator Begich. Mr. McGinnis, how is DOD leveraging the lessons learned 
from successful initiatives such as this one? 

Mr. McGinnis. The Yellow Ribbon Reintegration Program (YRRP) applies lessons 
learned to its operations on a continuous basis, constantly improving the quality of 
curriculum, materials, and resources provided to the Service components. H2H is a 
program provided by YRRP to address the needs of unemployed and under-employed 
Reserve component servicemembers. YRRP also made significant enhancements to 
the DOD YRRP Center for Excellence whose primary mission is to gather lessons 
learned, conduct analysis, and propagate the end results throughout the Services for 
their use. 

19. Senator Begich. Mr. McGinnis, the 168th Air National Guard Wing at Eielson 
Air Force Base has a critical need for a communications facility. Unfortunately, 
funding for this facility has not been provided and funding for it continues to slip 
into the future years. Without construction and modifications to the existing facility, 
communications will fail for this wing. Would you please look into this issue and 
provide an update? 

Mr. McGinnis. While my office provides policy oversight of the Reserve compo- 
nents, any final decisions on construction and funding for National Guard facilities 
falls within the purview of the Services. As such, my office did not play a direct role 
in any ultimate decisions related to the 168th. However, upon reviewing the matter, 
I was informed of the following information: 

The communications facility is scheduled for design and subsequent construction 
in fiscal years 2012 and 2013. This facility requirement was reviewed and found to 
be better suited for accomplishment using a combination of minor construction and 
sustainment, restoration, and modernization (SRM) funds instead of military con- 
struction (MILCON) funds. 

The project calls for a repair of the existing roof, construction of an addition, and 
renovation of the existing space. The roof was repaired in 2011. Construction of a 
3,650-square-foot addition for $2 million is under design for the fiscal year 2012 pro- 
gram and will be executed using minor construction funding. A companion project 
renovating 5,504 square feet for $1.85 million is under design for the fiscal year 
2013 program. 

20. Senator Begich. Mr. McGinnis, I am especially concerned with the decreases 
proposed by the Air Force in Air Guard equipment and manning. What role did you 
play in the deliberations this year and what role did the States play? 

Mr. McGinnis. The Assistant Secretary of Defense for Reserve Affairs serves as 
an advisor to the Secretary of Defense through the Under Secretary of Defense for 
Personnel and Readiness on all matters pertaining to the planning, programming, 
budgeting, and execution system for the Reserve components within DOD. 

The budgets are developed by the Secretaries of the Services based on their views 
of the future of their Services. The role of Reserve Affairs is to advise the Secretary 
of Defense, but we do not play a direct role in development of these budgets. How- 
ever, we did participate in the Office of the Secretary of Defense review of the Serv- 
ices’ budget submissions. 

I am not aware of whether the States Adjutants General were involved in the de- 
velopment of this budget. It is the responsibility of the Service Secretaries to com- 
municate, through the National Guard Bureau, with the State Governors and rep- 
resentatives, and I fully support that interaction and communication. If that was 
done this year, my office would not necessarily have played a role. 
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Questions Submitted by Senator Lindsey Graham 

SEQUESTRATION 

21. Senator Graham. Secretary Hale, the BCA requires DOD to reduce all major 
accounts by a total of $492 billion over 10 years. Secretary of Defense Panetta has 
said that this would have a catastrophic impact on our military and its ability to 
protect this country. What is the impact on military readiness, equipment, and 
training? 

Mr. Hale. The initial impact of these reductions would come from a potential se- 
questration in January 2013. DOD is concerned that the sequestration process 
would have significant consequences due to the uncertainty surrounding the process 
and the rigid formula which Congress has prescribed for its application. Assuming 
the Fiscal Year 2013 Defense Appropriations Act Conference Report contains lan- 
guage similar to the Joint Explanatory Statement of the Committee of Conference 
accompanying Division A — Department of Defense Appropriations Act, 2012, DOD 
would be forced to reduce each line item within each procurement appropriation by 
the same percentage and each program element within each research and develop- 
ment appropriation by the same percentage. This percentage would be calculated 
based on the budgetary resources, primarily the enacted fiscal year 2013 appropria- 
tion and any unobligated balances carried forward at the end of fiscal year 2012. 
Some examples of the problems this method would cause are found in line items 
such as those for a ship, where it is not feasible to buy a fraction of a ship, or in 
a line item funding a multiyear contract where a fraction of the funding would not 
be sufficient to pay the negotiated cost of the multiyear contract. With over 1,500 
individual line items in these accounts, DOD could not fix all of these issues with 
the transfer authority that Congress typically provides; this would leave broken pro- 
grams across all of these accounts within DOD. Finally, sequestration would force 
an immediate percentage reduction in our operation and maintenance accounts 
which would impact readiness. Funding provided for overseas contingency oper- 
ations is not excluded from sequestration. 

The fiscal year 2014 and subsequent budgets will be developed using DOD’s plan- 
ning, programming, budgeting, and execution process. Changes to our budget re- 
quired by revised caps on the defense budget will be managed through this process 
to best allocate potential reductions to the currently planned funding to protect our 
highest priorities. As changes of this magnitude will impact all aspects of DOD’s 
budget, the process will be implemented in coordination with the White House and 
the Office of Management and Budget (0MB). 

22. Senator Graham. Secretary Rooney, if sequestration is allowed to go forward, 
are we creating a hollow force and diminished support for military families and 
schools? 

Dr. Rooney. I share your concerns about the devastating impact of further auto- 
matic cuts should Congress fail to enact additional deficit reduction measures. 

As the Secretary testified on February 29 to the House Budget Committee, se- 
quester would subject DOD to another roughly $600 billion in additional cuts over 
the next 9 years. In fiscal year 2013, these cuts would have to be implemented with 
limited flexibility. These changes could hollow out the force and inflict severe dam- 
age to our national defense and programs that are vital to our quality of life. 

23. Senator Graham. Mr. McGinnis, 1 am concerned about the current cuts in the 
Reserve and National Guard. What greater catastrophe looms in the event of se- 
questration for the Reserve component? 

Mr. McGinnis. The fiscal year 2013 budget submission supports the National De- 
fense Strategy and will enable our Reserve components to continue to fulfill their 
vital national security role. The current budget provides funding and programmatic 
support for the training, equipping, recruiting, and retaining of the Guard and Re- 
serve. Sequestration will have a direct impact on the operations, maintenance, and 
training of our Reserve components and can run the risk of preventing the ability 
of the National Guard and Reserve to provide trained, ready, and cost-effective 
forces that can be employed not only for unanticipated national crises, but also on 
a regular operational basis, providing strategic depth for large-scale contingencies. 
The extent of the impacts of sequestration will depend on congressional action or 
inaction, 0MB guidance, and the measures each Service employs to implement 
those measures. 

24. Senator Graham. Dr. Woodson, will access and quality of medical care decline 
in the event of sequestration? 



100 


Dr. Woodson. See response to question #22. 

25. Senator Graham. Secretary Rooney, Secretary Hale, Mr. McGinnis, and Dr. 
Woodson, are you currently conducting any planning in your areas of responsibility 
(AOR) for the impact of sequestration, and if so, how are you assessing and miti- 
gating the risk of the potential cuts beginning in January 2013? 

Dr. Rooney, Mr. McGinnis, and Dr. Woodson. The President’s budget makes the 
necessary budget adjustments to avoid devastating DOD through sequestration. If 
sequestration becomes an inevitability, DOD will evaluate all options available to 
comply with the law. 

Mr. Hale. Consistent with direction from 0MB, DOD did not reflect the effects 
of the sequestration in its fiscal year 2013 budget submission. The President’s budg- 
et proposes over $4 trillion in balanced deficit reduction, which Congress could enact 
and avoid sequestration. DOD is not currently planning for sequestration. 0MB has 
not directed agencies, including DOD, to initiate any plans for sequestration. 


REDUCTIONS IN ACTIVE DUTY END STRENGTH 

26. Senator Graham. Secretary Rooney, despite ongoing combat operations, it 
seems clear that budgetary pressures are going to force reductions in the number 
of Active Duty military personnel: Army down 49,000; Navy down 9,000; and Ma- 
rine Corps down 16,000. The Air Force will downsize to prevent exceeding its end 
strength limit, due to high retention. I am concerned about the need for advance 
planning to implement cuts like these, and particularly with respect to the ground 
forces, the effect this may have on morale and readiness in the present. How will 
cuts in the Army and Marine Corps affect dwell time, assuming we are still deploy- 
ing units to Afghanistan? 

Dr. Rooney. In the near-term, the pace of the reductions will account for the com- 
pletion of our mission in Afghanistan and provide the resiliency that comes with 
sufficient dwell times. 

In the long-term, these reductions are consistent with our plan to transition to 
the new strategic guidance — to build a force that is smaller, more agile, and able 
to adapt to an uncertain future security environment. 

The Services are shaping their future force structure in ways that protect their 
ability to maintain and regenerate capabilities needed to meet future, unforeseen 
demands, maintaining intellectual capital and rank structure that could be called 
upon to expand key elements of the force. For those critical skill sets, there will be 
a need to keep on hand some of the specialized infrastructure (people, facilities, 
training curricula), or seed corn, that will enable a new capability to be developed 
in a timely manner. Keeping experienced mid-grade officers and noncommissioned 
officers will also be key. The seed corn and the experience will need to be properly 
balanced between the Active and the Reserve components. 

27. Senator Graham. Secretary Rooney, if we are unable to find the mandatory 
spending authority for the force shaping legislation you would like to have (such as 
early retirement authority and more Selective Early Retirement authority), what 
measures would you have to use to achieve these reductions? 

Dr. Rooney. We currently have a limited number of force management tools we 
can use to achieve these reductions. They include, but are not limited to: Selective 
Early Retirement Board (SERB), Temporary Early Retirement Authority (TERA), 
Voluntary Retirement Incentive (VRI), and Voluntary Separation Pay (VSP). 

The reinstatement of Enhanced SERB authority, the extension of Early Discharge 
or Reduction in Force (RIF) authority, and expanded Time-in-Grade waiver author- 
ity, combined with the use of the current authorities, will allow the Services to exe- 
cute a very balanced drawdown. These additional authorities allow us to shape the 
force with greater flexibility and fidelity. 


ARMY AND AIR NATIONAL GUARD 

28. Senator Graham. Mr. McGinnis, I’m interested in your views on the role of 
the Army and Air National Guard. There is no question that Guardsmen have been 
essential contributors in Iraq and Afghanistan. In the future, in an era of tight 
budgets, we need to have a clear understanding from the Army and Air Force about 
how the National Guard will and should best be employed. What is your view of 
the appropriate role of the National Guard? Stated differently, what does the term 
“operational reserve” look like for the National Guard as it’s implemented over the 
Future Year Defense Program (FYDP)? 
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Mr. McGinnis. Missions that are predictable and long-lasting are particularly 
well suited to the Guard and Reserve. This was clearly established in the Com- 
prehensive Review of the Future Roles of the Reserve Component approved by Sec- 
retary Gates on April 27, 2011. The legislation expanding authority in title 10, sec- 
tion 12304, that was passed last year, facilitates this type of utilization. The Guard 
and Reserve have proven themselves over the last 10 years. From a cost and readi- 
ness point of view, their continued use makes good sense. Placing Reserve compo- 
nent units and individuals in service force generation models with appropriate levels 
of resourcing makes full use of the Total Force. It also relieves stress on the Active 
Force, permits the Active Force to train for full spectrum operations, and maintains 
the readiness levels of the Reserve component. 

29. Senator Graham. Mr. McGinnis, data from the Air National Guard suggests 
that operating under today’s deployment constraints, the Air Guard costs only 53 
percent of an equivalent Active Duty Air Force Major Command. In light of the cost 
effectiveness of the Guard and Reserve, why do you support cutting the Reserve ca- 
pability in the Navy and the Air Force? 

Mr. McGinnis. The current National Guard and Reserve is, arguably, the most 
combat seasoned Reserve Force ever, and DOD seeks to capitalize on this significant 
investment to provide needed military capacity during current austere economic 
times. Since 2001, Reserve component units and individuals have been heavily em- 
ployed across the full spectrum of military operations ranging from combat missions 
overseas to Homeland emergencies and national special security events. They have 
consistently demonstrated their readiness and enduring value. 

To ensure the Reserve component can continue to provide operational reserve and 
strategic capabilities, DOD included funding and programs in its fiscal year 2013 
budget request for their training, equipping, recruiting, and retention. I believe the 
service force generation models provide the best mechanism to maintain a ready Re- 
serve component force that can routinely contribute to the operational force. As dis- 
cussed in the recently released Comprehensive Review of the Future Role of the Re- 
serve Component, I continue to strongly advocate for the value that the Guard and 
Reserve can bring to the force mix equation; value that leverage cost differentials, 
attainable readiness, and inherent strategic depth. I intend to continue to work 
closely with the Services and Joint Staff to ensure a ready Reserve component that 
contributes to the most efficient delivery of required capabilities of the Total Force. 

30. Senator Graham. Mr. McGinnis, why is this the correct strategy, either from 
a fiscal or readiness point of view? 

Mr. McGinnis. Even as the pace of operations declines, placing the Reserve com- 
ponents in the Service rotational models expands readiness, permits the Active 
Force to reset and train, and provides an efficient use of the Total Force. There are 
currently ongoing studies that will provide further guidance on the appropriate force 
mix to achieve the right balance of Active and Reserve components to provide the 
necessary capabilities across the spectrum of operations to effectively support the 
national defense strategy. 


CYBERSECURITY 

31. Senator Graham. Secretary Rooney, defense against cyberattacks is on every 
American’s mind and DOD obviously has a big role to play and much at stake in 
this threat. What policies are being implemented to increase the skills and numbers 
of civilian and military personnel with cybersecurity skills? 

Dr. Rooney. To increase the cybersecurity skills of civilian and military per- 
sonnel, DOD is updating its current information technology (IT) and information as- 
surance workforce management guidance and enhancing training and education of- 
ferings. DOD is in the process of establishing policy and procedural requirements 
for the cyberspace workforce, leveraging the basic concepts of previous issuances, 
DOD Directive 8570.01, “Information Assurance Training, Certification and Work- 
force Management,” and DOD 8570. 01-M, “Information Assurance Workforce Im- 
provement Program.” In addition, under oversight of the DOD CIO, the Information 
Resources Management College (iCollege) of the National Defense University has re- 
structured its cybersecurity certificate program and recently introduced a cyber 
leadership program. 

DOD continues to explore optimal tools for recruitment and retention. Efforts in- 
clude establishing a 2-year pilot program to use the DOD Information Assurance 
Scholarship Program to develop IT acquisition personnel with cybersecurity skill 
sets; working with the Office of Personnel Management to extend and enhance the 
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Cybersecurity Schedule A Hiring Authority (currently due to expire in December 
2012); and developing a new cyberaptitude test to support military recruiting ef- 
forts. 

32. Senator Graham. Secretary Rooney, how are you avoiding duplication of ef- 
forts to train and recruit these specialists across the Federal Government as cited 
hy the Government Accountability Office (GAO)? 

Dr. Rooney. In light of emerging cyberthreats, cyberworkforce roles, responsibil- 
ities, and skill requirements continue to evolve, not only in DOD, but across the 
Federal Government. DOD is working on Federal-wide efforts through the National 
Initiative for Cybersecurity Education (NICE) and Eederal CIO Council to establish 
a common lexicon across government and the private sector; identify current and 
emerging cyberskill requirements; and develop relevant education, training, and re- 
cruitment strategies. Also, DOD is developing a directive to establish policy and 
guidance for the management of the workforce in the cyberspace domain which will 
include an American National Standards Institute (ANSI) accredited, commercial 
certification requirement, as appropriate. Collaborations with other Eederal Govern- 
ment entities and the use of commercial certification providers reduce duplication 
by establishing a baseline that can be applied across the Government, while still 
allowing DOD, or component-specific training based on relevant threat or mission 
profiles. 

33. Senator Graham. Mr. McGinnis, how can the Reserve components be used cre- 
atively to enhance DOD’s strength in this important area? 

Mr. McGinnis. Many cybersecurity personnel in the Reserves are at the forefront 
of that industry in their employment as civilians. Within this evolving domain. Re- 
serve components offer DOD the wide range of opportunity, flexibility, and depth 
of expertise that is difficult to capture within Active Eorces. The Active component 
cyberworkforce and Active Duty missions are focused and scoped to meet the day- 
to-day Service-specific needs, limiting the ability to maneuver or plus-up in a crisis 
or a shift in threat. 

This originates from the depth and currency of expertise that individual reservists 
bring from their civilian positions that is not now captured in the training and de- 
velopment of the Active component cyberforces. Changes in the cyberindustry are 
rapid and the capacity for those changes to be reflected in Service cyberschools is 
slower than it is in industry. Reservists bring to the fight depth and up-to-date in- 
formation which is then rapidly shared and infused into the Active component mis- 
sion. 


DISABILITY EVALUATION SYSTEM 

34. Senator Graham. Secretary Rooney, do you agree that we have a large and 
growing problem for wounded and ill servicemembers who are in need of disability 
evaluation? 

Dr. Rooney. More than a decade of war has increased DOD’s disability caseload 
but we are committed to ensuring that the evaluation and compensation of our 
wounded and ill servicemembers is fair, correct, and thorough. Many of these 
wounded and ill servicemembers suffer from highly complex injuries that take time 
to manifest, properly diagnose, and evaluate. DOD evaluated 18,393 service- 
members for disability during 2011, about the same number as in 2010 and about 
22 percent more than in 2001. More than 50 percent of those DOD evaluated in 
2011 went through the legacy process. Since November 2007, 49,478 service- 
members have entered and 19,518 have completed the Integrated Disability Evalua- 
tion System (IDES). Today, fewer than 2,000 servicemembers remain in the legacy 
process. At the same time, the inventory of servicemembers in the IDES has grown 
rapidly as installations complete their older, legacy cases and enter new cases in 
IDES. As of early May 2012, 27,371 servicemembers were in the IDES process (68 
percent Army, 12 percent Marine Corps, 9 percent Navy, and 12 percent Air Force). 
DOD’s number of servicemembers undergoing disability evaluation has grown since 
the beginning of the conflicts in Iraq and Afghanistan, and we project that it will 
continue to grow as servicemembers redeploy from Afghanistan and the Military 
Services reduce their end strength. Unfortunately, predicting the exact number of 
referrals into the IDES is complicated because many injuries and illnesses may take 
weeks, months, and years to manifest to the point where they prevent a 
servicemember from performing their duties. Nevertheless, we are committed to pro- 
viding the necessary resources to accelerate IDES timeliness and improving all as- 
pects of the Disability Evaluation System (DES) for our wounded and ill service- 
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members who are in need of disability evaluation. We are confident that we have 
the right measures in place to adequately staff and accelerate the IDES so it re- 
mains manageable for recovering servicemembers and the Military Services as they 
draw down and refit their forces. 

35. Senator Graham. Secretary Rooney, what is the solution to this problem? 

Dr. Rooney. DOD leadership is focused on improving the integrated disability 
evaluation process. DOD and the Department of Veterans Affairs (VA) leaders meet 
regularly to review progress toward that end. The Secretaries of DOD and VA have 
met to review progress multiple times in the last year and will receive monthly up- 
dates on progress toward this priority goal. Within DOD, the Military Services’ dis- 
ability agencies and medical and personnel communities are expected to execute the 
DOD portion of IDES in 175 days and do so in accordance with their 10 U.S.C. 
Chapter 61 responsibilities and authorities. 

Under the IDES in March 2012, servicemembers averaged 395 days to complete 
both DOD and VA systems, significantly less than in the previous legacy system, 
but still short of our goal to have 60 percent of servicemembers complete the IDES 
in 295 days by the end of 2012. DOD is concentrating on accelerating the IDES to 
meet that goal and will not rest until all referred servicemembers experience the 
most efficient IDES possible, even in times of increased caseloads. DOD plans to ac- 
celerate the IDES by emphasizing the following themes. 

Proper Staffing 

The Services have planned their budgets to ensure proper staffing of the IDES. 
Their efforts are underway with the Army completing 1,218 of 1,400 (87 percent) 
hiring actions for additional IDES staff. The Navy has increased its Informal Phys- 
ical Evaluation Board staffing by 47 percent and has reduced processing time from 
50 days in January to 11 days in March 2012, well within the goal of 15 days. It 
is noteworthy that there has heen growth in the number of soldiers in the IDES. 
Although the number of servicememhers in the IDES has grown since 2007, that 
growth is mainly a result of the transition between the prior legacy processes and 
the IDES. Although DOD expects some increase in the number of servicemembers 
requiring disability evaluation as servicemembers redeploy from Afghanistan and 
the Services reduce end strength, DOD believes the right measures are in place to 
staff and accelerate the IDES so the situation remains manageable. 

Improving System Execution 

DOD and the Services are focused on fine-tuning the IDES by identif 3 dng and im- 
plementing best practices in training and execution. For example, the Navy has 
made significant gains in accelerating their medical evaluation boards (MEB) at 
Camp Lejeune by using existing technology in DOD’s Armed Forces Health Longitu- 
dinal Technology Application (AHLTA) to streamline the medical summaries. The 
Navy is now preparing to implement this improvement at all locations. The Air 
Force has improved their initial IDES referral screening process to prevent unneces- 
sary referrals and added workload. The Army recently completed a review of its 
IDES process and is implementing an Execution Order (EXORD) to streamline and 
standardize their IDES operations. Each of the Services is taking positive steps to 
improve execution. 

Senior Leadership Involvement 

DOD and VA leaders meet regularly to ensure they oversee and drive progress 
within their commands. The Secretaries of DOD and VA meet quarterly to discuss 
IDES progress. The Vice Chief of Staff of the Army and the Navy’s Bureau of Medi- 
cine leadership both meet monthly with VA senior staff to review IDES processes 
and direct attention to areas needing improvement. Recently, these top leaders con- 
vened joint VA and DOD teams to examine existing capabilities and implement by 
this summer an electronic, paperless, searchable IDES case file transfer system. 
This work is on track and will significantly reduce workload, accelerate the process 
by about 20 days, and save about $600,000 in annual mailing costs. 

DOD’s goal is to continue to improve the IDES so that servicemembers will ben- 
efit from a process that is faster, fairer, and reduces the benefits gap. While this 
is appropriate, lasting improvement in disability evaluation requires a national dia- 
lo^e and significant legislative work. DOD is in the beginning stages of exploring 
this strategic reform and envisions this to be a long-term project that will span sev- 
eral legislative and budgeting cycles. Any large-scale effort to revolutionize the DES 
would eventually require your leadership and we look forward to working with you 
when and if we reach that point. Because soldiers comprise approximately 67 per- 
cent of the current IDES caseload, the Army bears most of that operational burden. 
To accelerate disability processing, the Army issued execution and operation orders 
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in the first half of fiscal year 2012. The orders direct staffing, standardization, and 
execution improvements. We are confident this effort will produce results for the 
Army and the DOD as a whole. 

On the joint technology front, VA plans to release an improved version of the soft- 
ware DOD and VA use for disability evaluation in the third quarter of fiscal year 
2012. These improvements will enhance case management capability and add elec- 
tronic interfaces that will reduce labor-intensive data-entry requirements and free 
staff to focus on one core VA IT system. In the fourth quarter of fiscal year 2012, 
VA plans to implement an electronic case file transfer capability or paperless claim 
file to the available IDES IT support tools. VA, in partnership with DOD, is plan- 
ning future veterans tracking application improvements, including synchronization 
of disability IT improvements with efforts to develop an integrated electronic health 
record and the planned virtual lifetime electronic health care record. 

My Wounded Warrior Care and Transition Policy staff is also preparing updated 
IDES program guidance that will streamline and consolidate policy. DOD antici- 
pates that this publication will ease execution of the IDES policy and procedural 
guidance and accelerate disability evaluation. 

36. Senator Graham. Secretary Rooney, what will this situation look like in a year 
or 2 if we don’t come up with a solution? 

Dr. Rooney. Predicting the exact number of referrals into the IDES is com- 
plicated because many injuries and illnesses may take weeks, months, and years to 
manifest to the point where a member’s fitness for duty maybe called into question. 
We project that DOD’s number of servicemembers undergoing disability evaluation 
will grow as servicemembers redeploy from Afghanistan and the Services reduce 
their end strength. But, we are also confident we have the right measures in place 
to adequately staff and improve the process so the situation remains manageable 
for servicemembers as they recover from their wounds and prepare to transition 
back to their communities and the Services as they drawdown and refit their forces. 


TRICARE REFORMS 

37. Senator Graham. Secretary Hale and Dr. Woodson, I’ve said that I support 
health care reform in DOD. Do you agree with me that if we don’t control the 
growth in health care costs, we will pay for it through decreased personnel and 
readiness? 

Mr. Hale and Dr. Woodson. Absolutely. We project that the total medical care 
budget will grow to 10.7 percent of the DOD topline by fiscal year 2017 if we do 
not take additional measures to slow the growth in health care costs. 

If Congress does not provide us with needed support for the health reform pro- 
posals included in the fiscal year 2013 budget, DOD will have to find about $12.9 
billion from other defense programs to meet its health care obligations. Such action 
would place the new defense strategy at risk. Without needed authority, DOD will 
face further cuts in forces and investment to be consistent with the BCA. DOD’s 
budget proposal already makes substantial reductions in the investment accounts so 
further cuts might fall mostly on forces. This could mean cutting additional Active 
Duty and Reserve Forces by fiscal year 2017 at a magnitude that could jeopardize 
DOD’s ability to pursue the new defense strategy. 

38. Senator Graham. Secretary Hale and Dr. Woodson, we received a 32-star let- 
ter embracing these proposals, so among the senior military leaders, there is no dis- 
sent, is that correct? 

Mr. Hale and Dr. Woodson. That is correct; these proposals have the full support 
of DOD’s senior military leaders. 

39. Senator Graham. Secretary Hale and Dr. Woodson, how does this administra- 
tion’s proposal for fee increases compare with the proposal put forward in 2006, 
which we all felt was too much, too fast? 

Mr. Hale and Dr. Woodson. While there are some similarities between the 2006 
and 2013 proposals, there are also significant differences. The 2006 proposal for 
Prime enrollment fees also involved three tiers and the enrollment fees for 2017 for 
each of the tiers are roughly the same as the 2006 proposals. However, the 2006 
proposal was based on retired rank vice retired pay. In 2006, the tiers were split 
by junior enlisted (E-6 and below), senior enlisted (E-7 and above), and officers. 
Based on current data, roughly 24 percent of retired beneficiaries under the age of 
66 would fall into the lowest category and 28 percent would fall into the highest 
category. With the 2013 proposal, 48 percent will fall into the lowest category and 
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only 12 percent will fall into the highest category. The 2006 proposals for Standard 
also involved implementing an enrollment fee and raising the deductible. The 2006 
proposals had tiers with the lowest tier having a 2017 enrollment fee of $410 and 
the highest tier, $820. The 2013 proposal has no tiers for Standard and the proposed 
2017 enrollment fee is $250. The deductibles proposed in 2006 were also tiered with 
the lowest tier having a $542 deductible in fiscal year 2007 and the highest tier hav- 
ing an $820 deductible. The 2013 proposal, with no tiers, is for a 2017 deductible 
of $580. There was no TRICARE For Life enrollment fee proposed in 2006. Finally, 
the 2006 pharmacy proposed copays were similar to the copays implemented in fis- 
cal year 2012. 

40. Senator Graham. Secretary Hale and Dr. Woodson, from what I have heard, 
one of the most controversial elements of the reforms that you are seeking in health 
care is a three-tiered system that links the amount of the fee a retiree pays to his 
or her military retired pay. What is DOD’s rationale in moving to means testing for 
military retiree health care benefits and why is it the right approach? 

Mr. Hale and Dr. Woodson. Where feasible, the proposed fee increases were 
tiered by military retirement pay, based on the principles of the December 2007 
Task Force on the Future of Military Health Care. In its deliberations, the Task 
Force recognized that military retirement is not like most civilian retirement sys- 
tems and that the entire military compensation system differs from the typical civil- 
ian salary system because much of the compensation is in-kind or deferred. Thus, 
changes in the health care benefit were examined in the context of this unique sys- 
tem and its compensation laws, policies, and programs. The Task Force believed 
that, for equity reasons, military retirees who earn more military retired pay should 
pay a higher enrollment fee than those who earn less. While this tiering approach 
is not commonly used in the private sector for enrollment fees, the Task Force be- 
lieved that it made sense in a military environment. 

41. Senator Graham. Dr. Woodson, under current law, the TRICARE Prime ben- 
efit is supposed to be cost neutral — that is, the government costs for Prime should 
not exceed the government costs for Standard. Does the cost of TRICARE Prime 
today comply with this requirement? If not, what is the difference in government 
costs between TRICARE Prime and TRICARE Standard for retirees? 

Dr. Woodson. The Prime benefit is no longer cost neutral compared to Standard/ 
Extra plans. 

Section 731(c) of the National Defense Authorization Act (NDAA) for Fiscal Year 
1994 required that the benefit that became known as TRICARE Prime “shall be ad- 
ministered so that the costs incurred by the Secretary under the TRICARE program 
are no greater than the costs that would otherwise be incurred to provide health 
care to the members of the uniformed services and covered beneficiaries who partici- 
pate in the TRICARE program.” When TRICARE was implemented in 1996, the 
Prime enrollment fee was set to: (1) offset the substantially reduced out-of-pocket 
costs, including the elimination of the Standard deductible, the near-total elimi- 
nation of the 25 percent Standard inpatient copay, and the substantial reduction of 
outpatient copays; and (2) make Prime cost neutral to the government. Subsequent 
enactments regarding TRICARE for Active Duty family members have superseded 
the NDAA for Fiscal Year 1994 requirement for Active Duty family members, but 
not for Prime-eligible retirees. 

For a working retiree family of three, the cost to DOD of providing health care 
in fiscal year 2011: Prime — $13,442; Standard — $11,267. The disparity between 
Prime and Standard/Extra was recognized in 2005 and resulted in proposals to ad- 
just cost shares to both Prime and Standard/Extra. DOD was largely prohibited 
from changing fees and copays until fiscal year 2012. The net result is that Prime 
is not cost neutral to the Standard/Extra plans. 

42. Senator Graham. Dr. Woodson, is cost neutrality of a managed care option 
like Prime compared to fee for service still desirable, still achievable? 

Dr. Woodson. Cost neutrality is a laudable goal and our efforts should try to 
move in that direction. However, we cannot get to complete cost neutrality without 
significantly increasing the cost shares under Prime above the levels proposed in the 
President’s budget. The proposed increases in the Prime enrollment fee are one part. 
We also believe that increases in utilization management envisioned under the Pa- 
tient Centered Medical Home concept that we are implementing will bring the cost 
of Prime closer to Standard/Extra. 

43. Senator Graham. Dr. Woodson, if you want to encourage more people to move 
from Prime to Standard, why make Standard more expensive? 
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Dr. Woodson. DOD took a balanced approach to benefit reform with increases in 
cost shares for Prime, Standard, and to TRICARE For Life. Each program has not 
kept pace with the cost of medical care and thus DOD has been faced with funding 
a larger share of the total health care expenses. While Prime, with the fixed enroll- 
ment fee and relatively modest outpatient visit copay, saw the more significant 
change in the beneficiary share of the cost, Standard/Extra with no enrollment fee, 
fixed deductible, and especially the relatively low catastrophic cap also saw signifi- 
cant change. Both had to be adjusted and indexed so that the relationship between 
what DOD pays and what the beneficiary pays moves closer to what was originally 
intended and remains there. 

44. Senator Graham. Dr. Woodson, your reform proposals to TRICARE pharmacy 
will likely cause people to use mail order pharmacy instead of their local pharmacy, 
is that correct? 

Dr. Woodson. The copay changes included in the President’s fiscal year 2013 
budget proposal are intended to encourage beneficiaries to use the most cost-effec- 
tive venue. Costs to both the government and to beneficiaries are lower in the mili- 
tary treatment facilities and the mail order pharmacy program than in the retail 
network pharmacy program. For example, review of recent DOD pharmacy data 
(fourth quarter of fiscal year 2011) show that moving 1 percent of the retail market 
of maintenance medication over to mail order would save approximately $1 million 
in fourth quarter of fiscal year 2011 or $4 million per year. It is worth noting that 
this 1 percent decrease in the retail market would have been a 1.8 percent increase 
in use at mail order pharmacies during the fourth quarter of fiscal year 2011 (be- 
cause the retail market was larger than mail order). Also, these savings estimates 
assume the 1 percent moving over from retail to mail exactly matches the mix of 
maintenance medications that make up the retail market basket used in the study. 

45. Senator Graham. Dr. Woodson, can you explain the cost difference for DOD 
for prescriptions obtained at a local pharmacy versus those that come from mail 
order? 

Dr. Woodson. Based on DOD analysis of maintenance medications, which was 
comprised of 19.9 million prescriptions filled during the fourth quarter of fiscal year 
2011 at all three points of service (military treatment facilities, retail, and mail 
order), the data show that the mail order and military treatment facility venues to 
he more cost-effective points of service. The results showed the mean cost per 90- 
day supply of a market basket of maintenance medications was 19 percent lower 
through either the mail order program or military pharmacies, compared to the re- 
tail pharmacy network. 

46. Senator Graham. Dr. Woodson, how much does DOD spend in pharmacy costs 
every year and where do you see that cost going in the future? 

Dr. Woodson. The table below highlights actual pharmacy costs for fiscal years 
2009 through 2011. The table shows current projected costs for fiscal years 2012 and 
2013. We have assumed slower growth in the future due to proposed copay changes 
and project that pharmacy expenses will increase at roughly the Consumer Price 
Index, Medical (3 to 5 percent per year). Failure to increase pharmacy copayments 
may result in higher actual expense. 

[In millions of dollars] 



Fiscal Year 

2009 

2010 

2011 

2012 

2013 


$3.42 

4.19 

$3.82 

4.06 

$4.32 

3.71 

$3.95 

4.32 

$3.76 

4.72 


Total Pharmaceutical Expense 

7.61 

7.88 

8.03 

8.27 

8.48 


47. Senator Graham. Dr. Woodson, what initiatives are underway, other than ad- 
justments to cost sharing, to reduce the costs of the TRICARE pharmacy program? 

Dr. Woodson. Over the last several years, DOD has made significant efforts to 
control rising pharmacy benefit costs. The strategies and efforts pursued have been 
drawn from private sector best business practices, national trends, congressional 
mandates, professional consultants, and independent studies. Each effort has had 
an effect in controlling the rise in pharmacy costs. Many programs and policies sur- 
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rounding formulary management within TRICARE closely mirror what commercial 
plans do to manage drug henefits. 

Implementation of section 703 of the NDAA for Fiscal Year 2008 granting DOD 
authority to obtain Federal discounts in the retail pharmacy venue has collected 
over $3.5 billion in refunds as of March 30, 2012. 

Publication of an Interim Final Rule in December 2009 covering seasonal flu, 
HlNl flu, and pneumococcal vaccines followed by a final rule in August 2011 pro- 
vided the authority for the TRICARE pharmacy benefit to cover all TRICARE-al- 
lowed vaccines within the retail pharmacy setting, significantly increasing accessi- 
bility of vaccines for the prevention of diseases. Over 700,000 vaccines have been 
administered through 45,000 retail pharmacies under this program since December 
2009 at no copay for beneficiaries. In addition to the increased accessibility of vac- 
cines for beneficiaries, the discounted price to the government was a factor in the 
decision for this effort. 

The TRICARE Management Activity Beneficiary Education and Support Division 
in conjunction with the Pharmaceutical Operations Directorate implemented a com- 
prehensive home delivery (mail order) marketing program in 2010. Over the course 
of 2 years this initiative has contributed to an overall increase of 23 percent in home 
delivery. In 2011, home delivery prescriptions totaled over 12 million. At the same 
time that the home delivery use increased, the growth in the more expensive retail 
use has slowed, declining for the first time in 2011. In the first quarter of fiscal year 
2012 the government cost savings associated with this enhanced communication ef- 
fort totaled $17.2 million. 

Substantial additional cost avoidance (over and above the standard retail rebate) 
is realized as a result of the ongoing clinical and cost effectiveness evaluations of 
drugs and drug classes for the TRICARE Uniform Formulary (first implemented 
mid-2005), which allowed for tiered formulary copays and the ability to negotiate 
with manufacturers for better pricing based on formulary status. As an example, the 
additional first-year cost avoidance for drug classes reviewed in fiscal year 2010 was 
estimated to be $131 million. In fiscal year 2011, approximately $161 million in cost 
avoidance was obtained over and above the mandatory retail refund. The recent 
copay changes have also added to our negotiation leverage with the pharmaceutical 
manufacturers . 

Step therapy, requiring a trial of a preferred agent prior to covering a non-pre- 
ferred agent — is among the formulary tools used to promote evidence-based and 
cost-effective drug therapy and to negotiate better pricing with manufacturers. We 
estimate that over 4 years (August 2007-June 2011), formulary decisions in four 
major drug classes with step therapy programs resulted in at least $786 million in 
voluntary rebates over and above the mandatory retail rebate. 

The NDAA for Fiscal Year 2007 directed implementation of an over-the-counter 
(OTC) demonstration project to allow selected OTC drugs to be included on the DOD 
Uniform Formulary thereby allowing access to less costly medications in place of the 
more expensive prescription products. The success of the program from both the 
beneficiary and government perspective has resulted in preparation of a legislative 
proposal requesting permanent authority for this program. Through November 30, 

2011 the program has saved DOD $48.5 million. 

48. Senator Graham. Dr. Woodson, TRICARE is a complex program that includes 
many benefit options. The administration’s proposals will add to its complexity by 
creating a three-tiered copayment structure based on retired income. Did you take 
into consideration the increasing complexity of administering TRICARE in the de- 
velopment of your reform proposals? 

Dr. Woodson. Yes, we did consider the complexity in administering a pharma- 
ceutical copayment structure based on retired income. For that reason, DOD’s phar- 
macy copayment increase proposal is not linked to retirement pay. The proposed 
fees will be tiered, as they are today, based on the drug class status (i.e. generic, 
brand, or non-formulary). For Prime and TRICARE For Life enrollment fees, DOD’s 
decision was to tier the premiums. This will add some complexity, which was taken 
into consideration, but it was determined to be achievable and worth the effort. 

49. Senator Graham. Dr. Woodson, what are the costs associated with the admin- 
istration of the new benefit structure in fiscal year 2013 through fiscal year 2017? 

Dr. Woodson. The fiscal year 2013 fee proposals included an implementation cost 
of $33 million in fiscal year 2012. The model assumed these costs in fiscal year 2012 
on the assumption that contract modifications would need to be issued in fiscal year 

2012 in order for the benefit changes to go into effect for fiscal year 2013. For subse- 
quent years, starting fiscal year 2013, the budget also included annual administra- 
tive costs of $16 million for ongoing administration of the enrollment fee process in 
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TRICARE Standard. All of these amounts should be viewed as rough order-of-mag- 
nitude placeholders, pending development and analysis of actual implementation de- 
tails, timelines, et cetera. 

50. Senator Graham. Secretary Hale and Dr. Woodson, you and the military lead- 
ership have described the fiscal year 2013 budget request as an interconnected 
whole. What is the budgetary and programmatic impact on that whole if Congress 
fails to enact the reforms you have requested? 

Mr. Hale. The reforms we requested are an essential element in meeting the fis- 
cal controls mandated by the BCA of 2011. Therefore, any reduced savings from fail- 
ure to implement DOD’s TRICARE reform proposals will have to be replaced with 
commensurate reductions in other DOD accounts. This will undermine DOD’s at- 
tempt to execute the new strategy as stated and raises the risk that readiness will 
suffer. 

Dr. Woodson. If Congress fails to enact the proposed health care reforms, DOD 
will be forced to shoulder the increasing cost of military health care, likely at the 
expense of force structure and in modernization. DOD’s budget proposal already 
makes substantial reductions in the investment accounts, so further cuts could 
mean cutting additional Active Duty and Reserve Forces, which would impact 
DOD’s ability to pursue the new defense strategy. 

51. Senator Graham. Secretary Hale and Dr. Woodson, how realistic are your 
health care savings targets for fiscal year 2013 in light of the timetable for comple- 
tion of legislation for fiscal year 2013? 

Mr. Hale and Dr. Woodson. DOD will continue dialogue with Congress to iden- 
tify options to achieve savings in fiscal year 2013. Our budget estimates are predi- 
cated on fee changes going into effect on October 1, 2012. DOD requires several 
months of lead time to make the appropriate contract and system changes to meet 
this timeline. Delays in the timetable for the completion of legislation will result in 
reduced savings in fiscal year 2013. 

52. Senator Graham. Secretary Hale and Dr. Woodson, what options does DOD 
have to achieve savings in fiscal year 2013 if the NDAA becomes law late in fiscal 
year 2012? 

Mr. Hale. The fiscal year 2013 budget request assumes implementation of the 
TRICARE reform proposals on or about October 1, 2012. The projected fiscal year 
2013 TRICARE savings are $0.7 billion. Should the NDAA for Fiscal Year 2013 pre- 
clude the TRICARE reform proposals, DOD will most likely have to find commensu- 
rate savings in operational accounts with potential negative impact on readiness. 

Dr. Woodson. Our budget estimates are predicated on fee changes going into ef- 
fect on October 1, 2012. DOD requires several months of lead time to make the ap- 
propriate contract and system changes to meet this timeline. Delays in the time- 
table for the completion of legislation will result in reduced savings in fiscal year 
2013. DOD will continue dialogue with Congress to determine the appropriate 
course of action and implementation timelines. 


internal efficiencies in health care 

53. Senator Graham. Dr. Woodson, military family and veterans groups have 
urged that you exhaust internal efficiencies in health care before increasing fees. 
What progress are you making in internal reforms and how much money have they 
saved prior to going ahead with this year’s proposal? 

Dr. Woodson. We completely agree. We have been working aggressively to reduce 
the administrative overhead of the military health system by reducing reliance on 
contract support; reducing the number of government staff; reducing the number of 
boards and studies conducted; implementing leading purchasing practices for buying 
the best medical products at the lowest cost; and simply doing more with less. 

Health care savings initiatives — other than beneficiary cost sharing proposals — 
continue to be proposed and implemented, resulting in real cost savings. However, 
it is important to note that because the vast majority of the health care budget is 
spent on providing direct patient care, there is a limit on the amount of savings that 
can be achieved through internal efficiencies alone. As a result, changes in bene- 
ficiary cost sharing represent only one of the key steps that we are taking to im- 
prove health care and reduce the rate of growth in health care costs. We are also 
employing other approaches, including: (1) Moving from Healthcare to Health; in- 
vesting in initiatives that keep our people well while promoting healthy lifestyle; (2) 
Maximizing Internal Efficiencies; that reduce the administrative overhead of our 
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military health system; and (3) Reforming Provider Payments; by responsibly paying 
private care providers and aligning with Medicare reimbursement levels, as re- 
quired by law. 

Over the past several years, we have made great progress in implementing 
changes that have resulted in real cost savings. Below is a summary of these efforts: 

• Federal Ceiling Price: In 2008, with the support of Congress, DOD cham- 
pioned changes in law (known as Federal Ceiling Price) that require phar- 
maceutical manufacturers to provide DOD about $800 million annually in 
discounts for drugs provided to TRICARE beneficiaries through retail net- 
work pharmacies. This authority will provide DOD over $4 billion in collec- 
tions over the next 5 years, representing substantial savings. 

• Outpatient Prospective Payment System: In 2009, by aligning its pay- 
ments with Medicare rates (known as the Outpatient Prospective Payment 
System), DOD instituted changes in the way it reimburses private hospitals 
for outpatient services provided to TRICARE beneficiaries. When fully im- 
plemented, these changes will save DOD over $900 million annually. This 
new system will result in over $4.6 billion in savings over the next 5 years. 

• Sole Community Hospital: DOD is in the process of revising its payment 
rules to reimburse inpatient care claims at sole community hospitals by 
using Medicare rates; when fully implemented, this action will result in 
savings of about $100 million annually. 

• Medical Supply Chain Optimization and Standardization: To further re- 
duce costs, DOD is changing the way it buys medical products, by 
leveraging the bulk buying power of the military health system. A series 
of strategic price reduction initiatives are being implemented, saving DOD 
on average $60 million annually. 

• Reducing Administrative Overhead: DOD is reducing administrative over- 
head in the military health system by streamlining its processes; reducing 
the number of unnecessary reports, studies, and commissions; and initi- 
ating other actions which will result in over $200 million in reduced per- 
sonnel and contract costs annually. 

• Reducing Fraud, Waste, and Abuse: DOD is stepping up its efforts to de- 
tect fraud, waste, and abuse from fraudulent providers and institutions, 
and to recover overpayments. We expect these efforts will save DOD on av- 
erage $35 million annually over the next 5 years. 

• Investing in Health: Finally, in effort to control long-term costs, DOD is 
pursuing a multifaceted strategy to invest in initiatives that keep bene- 
ficiaries well, promote healthy lifestyles, and reduce inappropriate emer- 
gency room visits and unnecessary hospitalizations while improving patient 
satisfaction. In the short term, we expect savings on average of over $25 
million over the next 5 years. 

54. Senator Graham. Dr. Woodson, how can Congress help you achieve them? 

Dr. Woodson. We appreciate Congress’ support for past efficiency efforts. DOD 
continues to reduce the administrative overhead of its military health system by re- 
ducing reliance on contract support; reducing the number of government staff; re- 
ducing the number of boards and studies being conducted; implementing leading 
purchasing practices for buying the best medical products at the lowest cost; and 
simply doing more with less. 

More is achievable with changes in the organizational structure of military medi- 
cine (report submitted to congressional committees). We look forward to Congress’ 
support for these proposed changes. 

TRANSITIONAL HEALTH BENEFITS 

55. Senator Graham. Dr. Woodson and Mr. McGinnis, if the administration’s plan 
to reduce military personnel goes forward, some who have served may be involun- 
tarily separated. What health benefits will those involuntarily separated from Active 
Duty receive? 


^$1.5 billion in collections since 2009, based on data ending 31 January 2012; discretionary 
savings (DHP) and the reductions in outlays from the Medicare-Eligible Retiree Health Care 
Fund (MERHCF) since 2009 were approximately $3.5 billion. 
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Dr. Woodson and Mr. McGinnis. Active Duty servicemembers who are involun- 
tarily separated from the Active component may^ qualify for 180 days of premium 
free TRICARE coverage under the Transition Assistance Management Program 
(TAMP); (10 U.S.C. 1145(a)(2)(A)). TAMP offers comprehensive, premium-free 
TRICARE coverage to both the sponsor and eligible family members on the same 
basis as an Active Duty family member. At the conclusion of this transition period 
the individual and or his family is also eligible to purchase the Continued Health 
Care Benefit Program (CHCBP) plan, which is a premium based, temporary health 
care coverage program (18 months of eligibility) similar to better known COBRA 
program. It provides the Basic program benefits generally offered under the 
TRICARE Standard program. The premium rates are based on the Federal Employ- 
ees Health Benefits program employee and agency contributions for a plan with 
similar benefits. 

56. Senator Graham. Dr. Woodson and Mr. McGinnis, what about for those invol- 
untarily separated from the Reserve components? 

Dr. Woodson and Mr. McGinnis. “A member of a Reserve component who is sep- 
arated from Active Duty to which called or ordered in support of a contingency oper- 
ation if the Active Duty is Active Duty for a period of more than 30 days” may^ 
qualify for 180 days of premium free TRICARE coverage under the TAMP (10 
U.S.C. 1145(a)(2)(B)). TAMP offers comprehensive, TRICARE coverage to both the 
sponsor and eligible family members on the same basis as an Active Duty family 
member. 

If the Reserve component member is involuntarily disaffiliated from the Armed 
Forces altogether and the member had TAMP, TRICARE Reserve Select, or 
TRICARE Retired Reserve coverage at the time, the member and eligible family 
members may purchase premium-based coverage under the CHCBP. 

57. Senator Graham. Dr. Woodson and Mr. McGinnis, are these benefits fair and 
reasonable or should Congress consider some enhancement, particularly for the Re- 
serve and Guard? 

Dr. Woodson and Mr. McGinnis. Congress recently enhanced the transitional 
health benefits for Reserve component members. Section 703 of the NDAA for Fiscal 
Year 2010 (P.L. 111-84) amended law and offered Active Duty dental coverage to 
the Reserve component sponsor (and sponsor only) in TAMP. This provision was im- 
plemented by the Final Rule published in the Federal Register December 28, 2011 
(76 FR 81366-81368) and is fully operational as reported in the TRICARE news re- 
lease http://www.tricare.mil/mediacenter/news.aspx?fid=742. 

Comprehensive coverage under the CHCBP is now available for purchase by all 
individuals who lose coverage under TAMP or any TRICARE program under Chap- 
ter 55 of Title 10, U.S. Code. 

This is further bolstered by the enhanced health care benefits eligibility from the 
VA enjoyed by combat veterans. This enrollment period was extended from 2 years 
to 5 years by section 1707 of the NDAA for Fiscal Year 2008 (P.L. 110-181, January 
28, 2008), which amended 38 U.S.C. 1710(e)(3). 

DOD has proposed a legislative change to extend eligibility for TRICARE Reserve 
Select and TRICARE dental coverage for a period of 180 days for members of the 
Selected Reserve who are involuntarily separated. 


FAMILY SUPPORT PROGRAMS 

58. Senator Graham. Secretary Rooney, Secretary of Defense Panetta has assured 
Congress that support for family support programs is protected throughout DOD 
even in this austere budget. Yet, testimony provided by the National Military Fam- 
ily Association argues that “family programs are being short-changed,” by reduc- 
tions in child care and family support. 


2 Eligibility for the TAMP for sponsors and family members is determined by the sponsor’s 
Service branch and information in the Defense Enrollment Eligibility Reporting System. TAMP 
categories are: members involuntarily separated from Active Duty and their eligible family 
members; National Guard and Reserve members, collectively known as the Reserve component, 
separated from Active Duty after being called up or ordered in support of a contingency oper- 
ation for an Active Duty period of more than 30 days and their family members; members sepa- 
rated from Active Duty after being involuntarily retained in support of a contingency operation 
and their family members; and members separated from Active Duty following a voluntary 
agreement to stay on Active Duty for less than 1 year in support of a contingency mission and 
their family members. 

3/6id. 
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Our expectation is that the Secretary’s pledge will be fulfilled. What are you doing 
in your oversight capacity to ensure that family programs are not reduced during 
this time of war? 

Dr. Rooney. To ensure that family programs are not reduced during this time of 
war, I emphasized the need for the Services to safeguard and sustain current fund- 
ing levels for their family programs. This resulted in implementation of a comp- 
troller-mandated, in-depth, mid-year review of the Services’ budgets. The Services 
are in the process of scrutinizing their budgets, tracking program funding, and dis- 
closing discrepancies that could indicate diversion of funds from programs for which 
the funds were originally intended. Ongoing tracking of budgets and reporting on 
status of budgets supports the Secretary’s position of keeping faith with service- 
members and their families to protect family assistance programs. 


Question Submitted by Senator Saxby Chambliss 

UNIFORMED SERVICES EMPLOYMENT AND REEMPLOYMENT RIGHTS ACT 

59. Senator Chambliss. Secretary Rooney and Mr. McGinnis, the Uniformed Serv- 
ices Employment and Reemployment Rights Act (USERRA) protects millions of peo- 
ple, largely National Guard and Reserve members, as they transition between their 
Federal duties and civilian emplo 3 unent. USERRA is intended to eliminate or mini- 
mize civilian employment disadvantages resulting from service in the Reserve com- 
ponents and protect the rights of those members when they deploy. Since September 
11, 2001, over 835,000 citizen soldiers have mobilized to fight the war on terrorism. 
Many American soldiers have served more than one tour of duty and may be re- 
quired to serve more. As we downsize the Active Force and operationalize the Re- 
serve Force, it is likely that Reserve soldiers will continue to mobilize to fill the gaps 
of the smaller Active Force. In light of this stress on the Reserve components, do 
you see the need for any changes to USERRA to provide additional protection to our 
Guard and Reserve members? 

Dr. Rooney and Mr. McGinnis. No changes to USERRA are required at this 
time. On balance, our Nation’s employers have proven to be full partners in the 21st 
century Total Force. Moving forward, as we believe civilian employment is a key 
part of individual readiness, we are committed to ensuring strong protections for Re- 
serve component servicemembers. As such, we will continue to review existing laws 
to ensure that they are keeping up with the needs of the servicemembers. 


Questions Submitted by Senator Kelly Ayotte 
MEDICARE and TRICARE 

60. Senator Ayotte. Dr. Woodson, the Centers for Medicare and Medicaid Serv- 
ices (CMS) are engaged with a number of States in seeking ways to enhance care 
and reduce costs for Medicare/Medicaid dual-eligible beneficiaries. The nearly 2 mil- 
lion TRICARE For Life beneficiaries are another large population that is dually en- 
titled — to Medicare and TRICARE in this case. Have you explored with Medicare 
leadership the possibilities for interagency cooperation to evaluate potential ap- 
proaches to coordinating benefits and enhancing care for TRICARE For Life bene- 
ficiaries? 

Dr. Woodson. TRICARE For Life provides Medicare wraparound coverage when 
health care is a benefit under both programs, as long as the beneficiary is enrolled 
in Medicare Part B. Medicare pays 80 percent of their allowed amount, and claims 
automatically cross over to TRICARE where TRICARE processes the remainder for 
payment. 

Recently, TRICARE Management Activity staff met with representatives from the 
CMS’ Innovation Center to discuss the Comprehensive Primary Care Initiative that 
CMS is developing. This initiative will use a managed care approach to providing 
preventive care and disease management for Medicare and other patients. It will 
reward providers when costs are reduced as participants in the initiative achieve 
desired health outcomes. Many TRICARE For Life beneficiaries are likely partici- 
pants in the initiative, and TRICARE intends to monitor progress and results of the 
initiative to assess how and whether to apply the care approach to a broader seg- 
ment of our TRICARE For Life population. 

We have also instituted new management controls that are applicable when 
TRICARE becomes primary payer for a TRICARE For Life beneficiary’s stay in a 
skilled nursing facility (SNF). This occurs after exhaustion of the 100-day SNF care 
coverage provided by Medicare. We have found that bills for SNF care are among 



112 


the largest of any that TRICARE For Life must cover. Now we require that SNF 
care beyond 100 days be preauthorized and base the decision upon review of medical 
records to ensure: (a) that skilled care truly is required; and (b) if skilled care is 
required, that it is of such intensity that it cannot be safely provided at a lower, 
less expensive, level than in a SNF. 

61. Senator Ayotte. Dr. Woodson, would this be a way to provide better care at 
a lower cost to the taxpayers for TRICARE For Life beneficiaries? 

Dr. Woodson. There is potential that Medicare’s Comprehensive Primary Care 
Initiative will demonstrate an improvement in outcomes and will lower cost. That 
is why we are supportive of the initiative and intend to monitor its progress and 
results closely to determine if the approach is one that would have application to 
a broader set of our TRICARE For Life beneficiaries. 


DEFENSE HEALTH PROGRAM 

62. Senator Ayotte. Secretary Hale, I understand that in their 2007 report, the 
Task Force on the Future of Military Health Care called on DOD to conduct an 
audit of financial controls on the DHP, to include establishment of a common cost 
accounting system. Did you serve on this task force? 

Mr. Hale. Yes, I did serve on the Task Force on the Future of Military Health 
Care before assuming my current position. As noted above, the Task Force rec- 
ommended: (1) the conduct of an external audit to ensure the proper financial con- 
trols with respect to health care eligibility and coverage, and (2) the establishment 
of a common cost accounting system to provide a more accurate level of accounting 
for costs across the Military Health System (MHS). 

The Defense Manpower Data Center (DMDC), a component of the Defense Human 
Resources Activity (DHRA), provides the beneficiary data upon which eligibility for 
health care benefits is determined. The data is maintained in the Defense Enroll- 
ment and Eligibility Reporting System (DEERS) database. Both DMDC and DHRA 
understand and support the value of an independent, external audit of financial con- 
trols on the DHP. 

DMDC is audited twice yearly by auditors external to the DHRA and the DHP. 
In that regard, the DOD Inspector General conducted an Audit of Beneficiary Data 
in the DEERS database (Project No. D2010-D000FR-0149.000) “to assess the com- 
pleteness and accuracy of beneficiary data contained in DEERS used to estimate 
health care liabilities on DOD financial statements,” and actions are underway to 
address the findings of the audit. 

With respect to the establishment of a common cost accounting system, DOD is 
in the process of developing a statement of work to seek expert assistance in evalu- 
ating a set of alternatives for creating a common cost accounting structure and uni- 
versal application across MHS. More specifically, DOD will evaluate the feasibility 
of overlaying a common cost accounting structure across the various disparate finan- 
cial systems of the Service Medical Departments and the TRICARE Management 
Activity. In addition, DOD will evaluate the option of adopting a single financial 
system across the MHS, with special consideration to Service or Department sys- 
tems further along in their development. We strongly believe that having a common 
cost accounting structure is a key component for improving financial transparency 
across the MHS and we are working on an aggressive schedule to accomplish this 
critical evaluation. 

63. Senator Ayotte. Secretary Hale, is that recommendation still valid today? 

Mr. Hale. Yes, the recommendation is still valid today. As mentioned previously, 

both the DMDC and the DHRA understand and support the value of an inde- 
pendent, external audit of financial controls on the DHP, to include the establish- 
ment of a common cost accounting system. In addition, DOD is working aggressively 
to evaluate options for improving financial transparency across the MHS. 

64. Senator Ayotte. Secretary Hale, what actions are underway to achieve great- 
er accountability and additional savings for the DHP, to include protection against 
fraud and recovery of payments from other health insurance? 

Mr. Hale. DOD is employing a multi-prong approach for achieving greater ac- 
countability and additional savings for the DHP, to include: (1) Moving from 
Healthcare to Health; investing in initiatives that keep our people well while pro- 
moting healthy lifestyle; (2) Maximizing Internal Efficiencies; that reduce the ad- 
ministrative overhead of our MHS; and (3) Reforming Provider Payments; by re- 
sponsibly paying private care providers. We are also stepping up our efforts to re- 
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duce fraud, waste and abuse and increase our recovery of payments from other 
health insurance. Specific strategies include utilizing third party entities to detect 
other health insurance coverage and prepare these cases for recovery; educating 
beneficiaries about legal requirements to disclose other health insurance coverage; 
and training MTF staff in proper patient intake procedures and tools available to 
increase recovery of payments. 

[Appendices A through F follow:] 
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MR. CHAIRMAN AND DISTINGUISHED MEMBERS OF THE SUBCOMMITTEE. On behalf of 
The Military Coalition (TMC), a consortium of nationally prominent uniformed services and veterans’ 
organizations, we are grateful to the committee for this opportunity to express our views concerning 
issues affecting the uniformed services community. This testimony provides the collective views of the 
following military and veterans’ organizations, which represent approximately 5.5 million current and 
former members of the seven uniformed services, plus tiieir families and survivors. 

Air Force Association 

Air Force Sergeants Association 

Air Force Women Officers Associated 

Army Aviation Association of America 

Association of Military Surgeons of the United States 

Association of the United States Army 

Association of the United States Navy 

Chief Warrant Officer and Warrant Officer Association, U.S. Coast Guard 
Commissioned Officers Association of the U.S. Public Health Service, Inc. 

Enlisted Association of the National Guard of \hc United States 

Fleet Reserve Association 

Gold Star Wives of America, Inc. 

Iraq and Afghanistan Veterans of America 
Jewish War Veterans of the United States of Ammca 
Marine Corps League 
Marine Corps Reserve Association 

Military Chaplains Association of the United States of America 

Military Officers Association of America 

Military Order of the Purple Heart 

National Association for Uniformed Services 

National Guard Association of the United States 

National Military Family Association 

Naval Enlisted Reserve Association 

Non Commissioned Officers Association 

Reserve Enlisted Association 

Reserve Officers Association 

Society of Medical Consultants to the Armed Forces 

The Retired Enlisted Association 

United States Army Warrant Officers Association 

United States Coast Guard Chief Petty Officers Association 

Veterans of Foreign Wars 

Wounded Warrior Project 

The Military Coalition, Inc. does not receive any grants or contracts from the federal government. 
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Executive Summary 

FY2013 Budget Submission on TRICARE Fees 

The Coalition believes DoD’s proposals for dramatic TRICARE fee hikes constitute a serious breach of 
faith with currently serving troops and families by cutting dieir fiiture healthcare benefits. And if 
breaking faith with the currently serving is wrong, so is imposing a major “bait and switch” change on 
those who already completed 20-30 year careers, induced by promises of current benefits. 

TRICARE Prime Fees: Reject any increase in TRICARE Prime fees that exceeds the COLA-based 
standard established in the FY2012 Defense Authorization Act. 

TRICARE Standard Fees: 

• The Coalition urges rejection of any TRICARE Standard enrollment fee unless and until the 
government provides guaranteed access to care for Standard beneficiaries 

• The Coalition urges the Subcommittee to reject DoD’s proposal to nearly double the TRICARE 
Standard deductible over the next five years. 

TRICARE For Life Enrollment Fee: Sustain current law that avoids any enrollment fee for TRICARE 
For Life, consistent with Congress’ determination in 2001 that the service and sacrifices extracted from 
military retirees and families over the course of their careers constituted a pre-paid premium for their 
TFL coverage as a Medicare supplement. 

TRICARE Pharmacy Copays: Reject Administration-proposed pharmacy copayment increases that 
would inappropriately “civilianize” the military pharmacy benefit, dramatically raise costs for both 
retired and currently serving families, and deter beneficiaries from adhering to medication regimens that 
are essential to their long-term health as well as DoD’s long-term cost containment. 

TRICARE Proposals Raise New Inequities: The extremely limited categories of exemptions for 
survivors and disabled retirees disregard the similar or more severe situations of other survivors and 
disabled. The Coalition does not propose expanding the exemption, because that would imply a level of 
Coalition concurrence with the proposed fee hikes that does not exist. We raise this inequity issue as 
another reason why the proposed fee increases are grossly inappropriate for all grades and categories of 
beneficiaries. 

TRICARE Fee “Tiering”: Strongly oppose means-testing of military benefits, under which longer and 
more successful service would be penalized by progressive reduction of military healthcare benefits. The 
Coalition believes all retired servicemembers earned equal health care coverage by virtue of their service 
and that the proposed dramatic fee increases are inappropriate for servicemembers of all grades. 

TRICARE Fee Indexing: Reject the DoD-proposed tying of annual increases in military health care fees 
to an index of health cost growth which would dramatically and disproportionally accelerate military 
healthcare fees over time. 

Military Health Care Principles: The Coalition believes the law should be changed to explicitly 
acknowledge that: 
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• The healthcare benefit provided for members and families who endure to complete a military career 
should be among the very best available to any American; 

• The decades of service and sacrifice rendered by career military personnel constitute a significant 
pre-paid premium toward their healthcare in retirement; and 

• The large value of this pre-paid premium should be accoimted for by minimizing fees payable in 
retirement and avoiding significant and arbitrary increases trom year to year. 

Leadership Accountability 

The Coalition urges the Subcommittee to hold Defense leaders accountable for their own management, 
oversight, and efficiency failures before seeking to shift more costs to beneficiaries. Congress should 
direct DoD to pursue any and all options to constrain the growth of health care spending in ways that do 
not disadvantage beneficiaries. 

Wounded, 111, and Injured Servicemember Issues 

The Coalition urges: 

• Joint hearings by the Armed Services and Veterans Affairs Committees addressing the Joint 
Executive Council’s (JEC) effectiveness in daily oversi^t, management, collaboration, and 
coordination of the Departments’ wounded, ill, and injured servicemember programs. 

• Peimanent funding, staffing, and accountability for congressionally mandated Defense Centers 
of Excellence and associated mental-behavioral health, suicide prevention, caregiver, respite, and 
other medical and non-medical programs. 

• Continued aggressive oversight of the Integrated Disability Evaluation and legacy disability 
evaluations systems to ensure preservation of ftie 30-percent threshold for medical retirement, 
consistency and uniformity of policies, ratings, legal assistance, benefits, and transitional 
services Defense-wide. 

DoD - VA Seamless Transition 

The Coalition urges: 

• Joint hearings by the Armed Services and Veterans Affairs Committees to assess the 
effectiveness of current seamless transition oversight efforts and systems and to solicit views and 
recommendations from DoD, VA, the military services, and non-governmental organizations 
concerning how joint communication, cooperation, and oversight could be improved. 

• Authorizing service-disabled members and their families to receive active-duty-level TRICARE 
benefits, independent of availability of VA care for three years after medical retirement to help 
ease their transition from DoD to VA. 

• Ensuring Guard and Reserve members have adequate access and treatment in the DoD and VA 
health systems for Post Traumatic Stress Disorder and Traumatic Brain Injury following 
separation from active duty service in a theatre of operations. 

DoD-VA Integrated Disability Evaluation System (IDES) 

The Coalition recommends: 
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• Preserving the statutory 30 percent disability threshold for medical retirement in order to provide 
lifetime TRICARE coverage for those who are injured while on active duty. 

• Reforming the DoD disability retirement system to require inclusion of all unfitting conditions 
and accepting the VA’s “service-connected” rating. 

• Ensuring any restructure of the DoD and VA disability and compensation systems does not 
inadvertently reduce compensation levels for disabled service members. 

• Eliminating distinctions between disabilities incurred in combat vs. non-combat when 
determining benefits eligibility for retirement. 

• Revision of the VA schedule for rating disabilities (VASRD) to improve the care and treatment 
of those wounded, ill and injured, especially those diagnosed with PTSD and TBI. 

• Barring designation of disabling conditions as “existing prior to service” for servicemembers 
who have been deployed to a combat zone. 

• Directing DoD to re-engineer and redesign the front end of IDES to (1) better ensure medical 
evaluations are consistently based on a fully developed, accurate medical summary; (2) permint 
the servicemember’s full participation; (3) afford each individual consistent, effective 
representation throughout the process; and (4) streamline the system by eliminating the 
redundancy of dual adjudication of disability. 

Caregiver/Family Support Services 

The Coalition recommends: 

• Providing enhanced training of DoD and VA medical and support staff on the vital importance of 
involving and informing designated caregivers in treatment of and communication with severely 
ill and injured personnel. 

• Providing health and respite care for non-dependent caregivers (e.g., parents and siblings) who 
have had to sacrifice their own employment and health coverage while the injured member 
remains on active duty, commensurate with what the VA authorizes for medically retired or 
separated members’ caregivers. 

• Extending eligibility for residence in on-base facilities for up to one year to medically retired or 
severely wounded servicemembers and their families (or until the medically retired or severely 
injured service member receives a VA compensation rating, whichever is longer). 

• 

Guard and Reserve Healthcare 

The Coalition recommends: 

• Authorizing TRICARE for early Reserve retirees who are in receipt of retired pay prior to age 60 

• Authorizing premium-based TRICARE coverage for members of the Individual Ready Reserve after 
being called to active service for a cumulative period of at least 1 2 months 

• Permitting employers to pay TRS premiums for reservist-employees as a bottom-line incentive for 
hiring and retaining them. 

• Authorizing an option for the government to subsidize continuation of a civilian employer’s family 
coverage during periods of activation, similar to FEHBP coverage for activated Guard-Reserve 
employees of Federal agencies. 

• Extending corrective dental care following return from a call-up to ensure G-R members meet dental 
readiness standards. 
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• Allowing eligibility in Continued Health Care Benefits Program (CHCBP) for Selected Reservists 
who are voluntarily separating and subject to disenrollment from TRS. 

• Allowing beneficiaries of the FEHBP who are Selected Reservists the option of participating in 
TRICARE Reserve Select. 

Additional TRICARE Prime Issues 

The Coalition urges the Subcommittee to: 

• Require reports from DoD and the managed care support contractors on actions being taken to 
improve Prime patient satisfaction, provide assured appointments within Prime access standards, 
reduce delays in preauthorization and referral appointments, and provide quality information to 
assist beneficiaries in making informed decisions. 

• Require increased DoD efforts to ensure consistency between both the MTFs and purchased care 
sectors in meeting Prime access standards. 

• Ensure timely notification of and support for beneficiaries affected by elimination of Prime service 
areas. 

Additional TRICARE Standard Issues 

The Coalition urges the Subcommittee to: 

• Bar any further increase in the TRICARE Standard inpatient copay for the foreseeable future. Insist 
on immediate delivery of an adequacy threshold for provider participation, below which additional 
action is required to improve such participation to meet the threshold. 

• Require a specific report on provider participation adequacy in the localities where Prime Service 
Areas will be discontinued under the new TRICARE contracts. 

• Increase locator support to TRICARE Standard beneficiaries seeking providers who will accept new 
Standard patients, particularly for mental health specialties. 
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Overview 


Mr. Chairman and distinguished members of the Subcommittee, The Military Coalition extends our 
thanks to you for your strong support of our active duty, Guard, Reserve, retired members, and veterans 
of the uniformed services and their families and survivors. 

Congress has improved retention and readiness by addressing a number of quality of life issues for the 
military community over the last decade including enactment of TRICARE For Life, TRICARE Senior 
Pharmacy coverage, and health coverage for the Guard and Reserve community, among many other 
important initiatives. 

Now, ironically, critics decry the growth in health care spending over the last decade, ignoring that 
much of that cost was driven by wartime requirements and service organizational and readiness 
priorities rather than cost-efficient delivery of beneficiary care. 

As Congress assesses how to fairly allocate necessary sacrifices among the various segments of the 
population, the Coalition urges that you bear in mind that: 

• Assertions about personnel and health cost growdi over die last decade are highly misleading, 
because 2001 (when nearly all older beneficiaries had been pushed out of military health coverage) 
is not an appropriate or reasonable baseline for cximparison - 2001 was the “bottom” as far as 
military benefits were concerned. Congressional spending to fix that problem since then was a 
necessary thing, not a bad thing. 

• DoD health costs remain well below the 16% share health care comprises of the national GDP. 

• Assertions that cutbacks for retirees don’t affect die currently serving force are a delusion. 
Significant benefit cutbacks for retirees reduce incentives for the currently serving to complete a 
career. A currently serving member who will retire next month, next year, or next decade is 
definitely affected by such cutbacks. 

• Retired servicemembers, their families and survivors have been no stranger to sacrifice. Nearly 
600,000 of today’s retirees served on active duty during the current Iraq/Afghanistan wars. 

Hundreds of thousands more saw service in multiple hot and cold conflicts. Older retirees endured 
years when the government provided them no military health coverage, and those retired between 
1985 and 2005 have forfeited an average 10% of earned retired pay because they retired under pay 
tables depressed by decades of budget-driven capping of military raises below civilian pay growth. 

• Pentagon leaders’ insensitivity to this situation is pCTfectly illustrated by Secretary Panetta’s answer 
at a recent Senate Budget Committee hearing. When asked why the proposal focuses so much on 
raising fees for military retirees, he answered they would accept the changes because they’re used to 
doing what they’re told and used to a culture of sacrifice. In other words, they’re used to abuse so 
we can - and plan - to abuse them again. 
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• Military members’ and families’ sacrifices must not be taken for granted by assuming they will 
continue to accept the extraordinary personal aid family sacrifices inherent in a multi-decade service 
career regardless of significant changes in their career incentive package. 

• At a time when Congress is focused on lowering payroll taxes and avoiding any tax increases for 
other Americans, including millionaires and billionaires, it’s grossly inappropriate to impose a 

$ 1 ,000-$2,000 new annual tax on the one group of citizens who already have sacrificed more for 
their country than any other. 

• The Coalition is appalled that fully 60% of the projected savings associated with the proposed 
TRICARE fee increases accrue from the assumption that the fee increases will be so onerous as to 
drive many thousands of military beneficiaries away from using their service-earned coverage. 

When similar assumptions were highlighted about earlier DoD TRICARE fee proposals. Congress 
rightly deemed it grossly inappropriate to entice members to career service with promises of care 
and then consciously implement plans to drive them away from using that hard-earned care. That’s 
no less true in 2012 than it was in 2007 and 2008. 

• History shows clearly that there are unacceptable retention and readiness consequences for short- 
sighted budget decisions that cause servicemembers to believe their steadfast commitment to 
protecting their nation’s interests is poorly reciprocated. 


FY2013 Budget Submission 

The President’s proposed FY201 3 budget has embraced the concept put forth by the Defense 
Department in past years that TRICARE benefits for retired beneficiaries should “trend toward market 
rates” by significantly increasing fees for retired beneficiaries and family members under 65. 

The proposal would shift $35 billion in costs to retired and some currently serving military families over 
the next 10 years through dramatic and disproportional healthcare fee increases. These fee levels are 
similar to those recommended by the Defense Department in past years, which the Subcommittee and 
Congress rejected as excessive on the basis that: 

• Pentagon leaders need to demonstrate more effective cost management of their own before shifting 
significant additional costs to beneficiaries. 

• Achieving savings by seeking to deter beneficiaries from using their service-earned benefits is 
inappropriate. 

The budget proposes to raise beneficiary costs over the next ten years by: 

• Raising annual fees by as much as $1,500 or more for retired families under age 65. 

• Establishing new annual enrollment fees of up to $950 for retired couples over age 65. 

• Imposing means-testing of military retiree health benefits - which no other federal employee 
experiences. 

• Dramatically increasing pharmacy co-pays to ^proach or surpass the median of civilian plans. 
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• Tying future annual increases to an unspecified health cost index estimated to average 6.2% per 
year. 

DoD leaders have made a great point of their intent to “keep faith with currently serving troops” by 
avoiding any retirement changes that would affect die current force. 

But their concept of “keeping faith on retirement” doesn’t extend to retirement health care benefits, as 
the proposed changes would affect any currently serving member who retires the day after they were 
implemented. This has the same, effect as reducing their retired pay by up to $2,000 a year or more. 
Further, the pharmacy changes would affect hundreds of thousands of currently serving Guard/Reserve 
members and families, as well as the family members of currently serving personnel who don’t have 
access to military pharmacies. 

The Coalition believes DoD ’s proposals for dramatic TRICARE fee hikes constitute a serious breach 
of faith with currently serving troops and families by cutting their future healthcare benefits. And if 
breaking faith with the currently serving is wrong, so is imposing a major **bait and switch” change 
on those who already completed 20-30 year careers, induced by promises of current benefits. 

TRICARE Prime Fees. The Administration’s TRICARE Prime Fee proposal for FY2013 is a radical 
departure from the new fee structure the Administration proposed and Congress accepted for FY2012. 

Last year, finally acknowledging Congress’ long-standing concerns about the inappropriateness of 
dramatic increases in beneficiary fees, the Administration proposed a 1 3 % increase in TRICARE Prime 
fees. In the absence of congressional objection, the inCTease was implemented as of October 1 , 2011. 

The new proposal for FY2013-2017 is a dramatic departure, proposing to triple or quadruple fees over 
the next five years, as indicated in the chart below. 


DoD-Proposed TRICARE Prime Enrollment Fee for 
Retired Beneficiaries Under Age 65 (Family Rate)* 


Retired Pav** 

FY 2012 

FY2013 

FY2014 

FY 2015 

FY 2016 

FY2017*** 

SO-22,589 

$520 

$600 

$680 

$760 

$850 

$893 

S22,590- 

$520 

$720 

$920 

$1,185 

$1,450 

$1,523 

S45,178 







$45,179 

$520 

$820 

$1,120 

$1,535 

$1,950 

$2,048 


or more 

*Single rate is 50% of family rate 

** Retired pay thresholds to be indexed to COLA increases 

*** Fees for FY18 and outyears to be indexed to health cost inflation 

This proposal flies in the face of the specific language of the FY2012 Defense Authorization Act - 
signed into law less than three months ago - requiring that the percentage increase in TRICARE Prime 
fees for FY2013 and later years shall not exceed the percentage growth in military retired pay. 
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The logic behind the COLA cap has not changed in the last three months. Its purpose was to protect 

retirees against arbitrary, budget-driven initiatives to impose dramatic new fee increases. 

The COLA cap was intended to help recognize tfiat: 

• Military retirees already pre-paid very large premiunK for their health care in retirement through 
their decades of service and sacrifice in uniform, and that 

• They shouldn’t be subjected to a double penalty by having their fees raised dramatically after 
they’ve already rendered a career of service induced by long-standing government retirement and 
healthcare promises. 

The Coalition urges the Subcommittee to reject any increase in TRICARE Prime fees that exceeds the 

COLA-based standard established in the FY2012 Defense Authorization Act 


TRICARE Standard Fees. The Administration proposes two changes to TRICARE Standard that are 
not authorized under current law: a new enrollment fee fiiat would increase significantly over time, and 
a significant adjustment to the Standard deductible, which is set by current law at $150 for a single 
person and $300 for a family. 

DoD-Proposed TRICARE Standard Annual Fees for 
Retired Beneficiaries Under Age 65 (Family Rate)* 

Enrollment Fee FY 2012 FY 2013 FY2014 FY 2015 FY 2016 FY2017 ** 

$0 $140 $170 $200 $230 $250 

Deductible $300 $320 $400 $460 $520 $580 

*Single rate is 50% of family rate 

** Fees for FY18 and outyears to be indexed to health cost inflation 

The Coalition strongly opposes any enrollment fee for TRICARE Standard. An enrollment fee is only 
appropriate when the beneficiary is guaranteed a certain level of care. While the Defense Department 
has specified standards for TRICARE Prime, it’s definitely not the case with TRICARE Standard. 

According to DoD’s own surveys, there are localities where finding a provider who will accept Standard 
patients is very difficult. This is particulm’ly true for some high-demand specialties such as psychiatry. 

In the absence of guaranteed access to care, there should be no enrollment fee. 

Establishing an explicit enrollment requirement also would change the fundamental character of this 
service-earned heilthcare benefit by forcing a choice between military health coverage and other 
available coverage. Many use TRICARE as a contingent coverage that is there as a fallback if they lose 
their civilian job, if their civilian insurance offers limited coverage, etc. Throughout their careers, they 
were told they would have this coverage. The Coalition objects to a system that backs them into a 
situation that implies it’s a reasonable decision to forfeit that earned protection because they have other 
insurance that may or may not endure. In other words, their military ID card is and should continue to 
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represent their automatic enrollment in the default military healthcare option unless they choose to enroll 
in Prime or age into TRICARE For Life. 

The Coalition also objects strongly to the proposal to nearly double the annual Standard deductible over 
the next 5 years. Standard-eligible retired beneficiaries who are able to find a participating provider 
already are absorbing a 25% copay, and so their costs have risen as allowable charges have risen. 

The Coalition urges the Subcommittee to reject any TRICARE Standard enrollment fee unless and 
until the government provides guaranteed access to care for Standard beneficiaries 

The Coalition urges the Subcommittee to reject DoD*s proposal to nearly double the TRICARE 
Standard deductible over the next five years. 


TRICARE For Life Fees. The Administration proposes a new TRICARE For Life (TFL) enrollment 
fee for beneficiaries age 65 and older, with successive annual increases as indicated in the chart below: 


DoD-Proposed TRICARE-for-Life Annual Enrollment Fee 
(Per Individual Beneficiary Age 65+) 


Retired Pav* 

FY 2012 

rY2013 

FY2014 

FY2015 

FY2016 

FYZOl?** 

$0-22,589 

$0 

$35 

$75 

$115 

$150 

$158 

$22,590- 

$0 

$75 

$150 

$225 

$300 

$317 

$45,178 







$45,179 

$0 

$115 

$225 

$335 

$450 

$475 


or more 

** Retired pay thresholds to be indexed to COLA increases 

*** Fees for FY18 and outyears to be indexed to health cost inflation 


Again, the Coalition believes strongly that an enrollment fee is only appropriate when there is a 
guarantee of timely access to quality healthcare. While that is the case with TRICARE Prime, there is 
no such guarantee for TFL beneficiaries. 

Because TFL is available only if the beneficiary enrolls in Medicare Part B and acts as second-payer to 
Medicare, it provides coverage only in the case of providers who accept Medicare patients. 

In many localities around the country, more and more providers are limiting the number of Medicare 
patients they serve. In some localities, providers are refusing to accept any new Medicare patients. 

In the event a provider refuses to accept Medicare, the beneficiary must absorb the full cost of the care, 
as Medicare will not reimburse the beneficiary for any share of the charges. 
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The reality is that Medicare patients already pay significantly more for their care than beneficiaries 
under 65 do because of the statutory requirement to enroll in Medicare Part B to be eligible for TFL. 

This means a TFL-eligible couple already is paying premiums of at least $2,400 per year in 2012. 
Couples in higher income brackets may pay up to $7,680 per year in Part B premiums alone. 

Further, large numbers of these retired members already suffer severe and permanent financial penalties 
as a result of past government budget crises that caused depression of their annual pay raises while on 
active duty. Depression of military pay over time caused military pay scales to lag up to 13.5% behind 
private sector pay. Members who retired under those depressed pay scales already are being made to 
forfeit thousands of dollars per year, and those penalties will last through their lifetimes. Adding a TFL 
enrollment fee would add further financial insult to that grievous injury. 

TFL was enacted in 2001 to rectify the previous decade’s disenfi'anchisement of older military 
beneficiaries from virtually all military healthcare coverage in the wake of the BRAC-driven closure and 
downsizing of hundreds of military hospitals and clinics. 

When Congress enacted TFL, it did so with the explicit acknowledgement that an enrollment fee for this 
program is inappropriate. 

In passing the new law, Congress acknowledged that the premium for this Medicare-supplemental 
coverage already had been paid in full throu^ decades of service and sacrifice. 

The Coalition believes strongly that the experience of the last decade - during which the military 
community has been required to bear 1 00% of the nation’s wartime sacrifice - only reinforces the 
rightness of Congress’ 2001 acknowledgement that imposing an enrollment fee for TFL is inappropriate. 

The Coalition urges strongly against imposing any enrollment fee for TRICARE For Life. 

Proposed Fees Raise New Series of Inequities 

The Coalition appreciates that some modest effort was made to accommodate human concerns by 
exempting medical (Chapter 61) retirees and survivors of members who died on active duty. 

However, these very restricted exemptions create a whole new series of inequities that demonstrate a 
gross lack of appreciation for the circumstances of various beneficiary populations. 

Limiting survivor exemption to cases of deaths on active duty ignores that other categories of survivors, 
most of whom are older, typically have far less resources than survivors of recent active duty deaths. 
Thousands of these older survivors have no income at all from the military or the VA, and received 
dramatically lower Servicemen’s Group Life Insurance settlements than are available today -- yet they 
would be subjected to the higher TRICARE fees. 

Among retirees, the sole exemption of chapter 61 (medical retirement) cases similarly ignores the 
realities of the disabled retiree population. 
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Medical retirees include not only the severely disabled, but also many with disability ratings of 30% (or 
lower in some cases, since members with 20+ years of service can be medically retired under chapter 61 
with disability ratings as low as zero). 

As the Subcommittee is only too well aware in the wake of multiple recent reviews and commissions in 
recent years, far larger numbers with significant disabilities were denied medical retirement under 
service policies and told to “see the VA for any disability issues.” 

So a 20-year retiree with a zero-to-30% medical retiremait would be exempted from the higher 
TRICARE fees that would be imposed on a similar 20-year non-medical retiree who is immediately 
acknowledged by the VA as 100% disabled. 

The Coalition does not raise these inequity issues in order to propose expanding the exemption, 
because that would imply a level of Coalition concurrence with the proposed fee hikes that does not 
exist fVe raise them as another reason why the proposed fee increases are grossly inappropriate for 
all grades and categories of beneficiaries. 

Pharmacy Co-Payments. The Administration proposes dramatic increases in retail and other pharmacy 
copays, as shown in the chart below. 


DoD-Proposed Pharmacy Co-Payments 

(For All Retirees, Survivors, Guard/Reserve and Active Duty Family Members) 


Retail (1 mo fill) 

FY 2012 

FY 2013 

FY2014 

FY2015 

FY2016 

FY2017 

Generic 

S5 

$5 

$6 

$7 

$8 

$9 

Brand 

S12 

$26 

$28 

$30 

$32 

$34 

Non-Formulary* 

$25 

N/A 

N/A 

N/A 

N/A 

N/A 

Mail-Order (3 mo 

mil FY 2012 

FY 2013 

FY2014 

FY2015 FY2016 

FY2017 

Generic 

$0 

$0 

$0 

$0 

$0 

$9 

Brand 

$9 

$26 

$28 

$30 

$32 

$34 

Non-Formulary 

$25 

$51 

$54 

$58 

$62 

$66 

* Non-Formulary pharmaceuticals 

will have limited availability in 

retail pharmacies 


Again, these are dramatic increases from the copayment rates the Administration proposed for FY2012, 
and implemented on Oct 1,2011 in the absence of congressional obj ection. 

For FY2012, the Administration imposed increases of $2 to $3 (e.g., from $9 to $12 for retail brand- 
name drugs and from $3 to $5 for retail generics.) 

Now, only a year later, the proposal would more than double the new retail rates and triple the mail- 
order rates for brand-name medications. 

In subsequent years, copays would rise for generics in the retail venue, and the copay the Administration 
just eliminated for mail-order generic drugs last year would not only be restored, but tripled. 
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These purely budget-driven proposals are inappropriate on several levels. 

• The current $5 retail generic copay already exceeds the $4 generic copay widely available to any 
civilian who walks through the door at dozens of retail pharmacies. Proposed further increases in 
the outyears only exacerbate the relative disadvantage for military beneficiaries. 

• The proposed brand-name and non-formulary copays would make the TRICARE pharmacy benefit 
little or no better than the median of civilian employer plans. In 201 1, for example, 56% of civilian 
plans provide brand-name medications for a copay of $25 or less, compared to the DoD-proposed 

$ 26 . 

• Contrary to DoD assertions about exempting currently serving personnel from fee hikes, the 
pharmacy copay increases would apply to hundreds of thousands of drilling Guard and Reserve 
personnel, as well as to active duty, Guard and Reserve family members who don’t have access to 
military pharmacies. 

• DoD has expended relatively little substantive effort to increase use of the mail order system other 
than seeking to impose an ever-bigger “stick” of higher fees on those who use other venues. The 
Coalition has urged DoD to create positive incentives such as eliminating copays for maintenance 
medications (see next paragraph) and work with the Coalition to develop better communication 
materials to address real-world concerns that deter beneficiaries from mail-order use, and will 
continue to do so even with higher copays. These initiatives could save DoD hundreds of millions a 
year, but Coalition offers to partner on such efforts have been rebuffed. 

• Such dramatic pharmacy copay increases will only discourage adherence to medication regimens for 
chronic conditions like asthma, diabetes, and more. Studies show that even modest copayment 
increases deter use of maintenance medications that are essential to preserving wellness and holding 
down far more expensive care when the conditions deteriorate. The Coalition has endorsed reducing 
or eliminating copays for maintenance medications to hold down long-term costs. This new 
proposal would fly in the face of that objective, saaificing long-term beneficiary health for short- 
term cost savings. 

The Coalition believes strongly that the TRICARE pharmacy benefit should be a top-tier benefit, not 
merely one that approaches the median of plans offered by civilian employers, and that it should 
enhance wellness goals rather than posing a new impediment to them. 

The Coalition urges the Subcommittee to reject Administration-proposed pharmacy copayment 
increases that would inappropriately “civilianize” the military pharmacy benefit, dramatically raise 
costs for both retired and currently serving families, and deter beneficiaries from adhering to 
medication regimens that are essential to their long-term health as well as DoD*s long-term cost 
containment 

Means-Testing Plan Discriminates Against Military Retirees. The Administration proposal 
envisions establishing graduated enrollment fees for TRICARE Prime and TFL, based on the amount of 
the retired servicemember’s retired pay, as indicated in the charts previously shown. 
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This proposal would impose blatant and dramatic discrimination against military retirees. 

No other federal employee or retiree pays income-based fees for service-earned health coverage. The 
President, the Secretary of Defense, and the Speaker of the House pay the same premiums as the lowest- 
paid federal civilian retiree. 

Means-tested fees also are rare in the private sector. This is because healthcare has long been 
recognized as a service-earned benefit. 

Means-testing healthcare as DoD proposes would turn the concept of service-based benefits on its head, 
so that the longer and more productive the service, the less the earned benefit. 

This need-based mentality may be appropriate for social welfare programs, but its application to benefits 
that are earned by service and sacrifice is inappropriate and counterproductive. 

The proposal also discriminates against the military by failing to apply the same protections provided to 
VA healthcare programs and beneficiaries. 

No such fee increases are envisioned for VA care, and Congress expressly exempted VA healthcare and 
other programs from any reduction under sequestration. 

In past years, Congress has strongly rejected far smaller VA fee increases proposed for non-disabled 
veterans who had served as few as two years. 

In those contexts, imposing fee hikes of up to $2,000 a year for those who have served and sacrificed for 
two or three decades is grossly inconsistent and inappropriate. 

The Coalition urges the Subcommittee to oppose means-testing of military benefits, under which 
longer and more successful service would be penalized by progressive reduction of military healthcare 
benefits. The Coalition believes all retired servicemembers earned equal health care coverage by 
virtue of their service and that the proposed dramatic fee increases are inappropriate for 
servicemembers of all grades. 

Indexing of TRICARE Fees. The Administration’s FY2013 budget request proposes to index, either 
immediately or following some transition period, a variety of TRICARE fees to a health care cost index. 

The specifics of how that cost index would be calculated, what beneficiary population it would account 
for, and who would be responsible for calculating it, have not yet been revealed to us. 

Last year, DoD sources indicated an expectation that such an index would yield annual adjustments on 
the order of 6.2% per year. 

The Coalition objects strongly to tying TRICARE fee growth for military beneficiaries to any measure 
of healthcare cost changes. 
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Indexing fees to healthcare cost growth would far outstrip annual retired pay increases and greatly erode 
retired compensation value. 

During congressional debate on this topic last year, Congress rejected the health cost growth index and 
capped year-to-year percentage increases in TRICARE Prime fees at the percentage growth in military 
retired pay, reflecting the belief that the latter measure was fairer considering the very large, up-front 
premium already extracted from career military personnel over decades of service and sacrifice. 

The chart below shows how DoD-proposed increases in TRICARE Prime enrollment fees, tied in the 
outyears to the proposed health cost index, would vastly exceed the COLA-based standard approved by 
Congress last year, imposing large beneficiary losses that would continue and accelerate with each 
passing year. 


Monetary Impact of DoD-Proposed Fee Adjustment Methodology 


Year 

Cap at 
Retired 

Pay 

COLA* 

Percentage 

DoD 
Proposal 
(tied to HC 
inflation)** 

Difference 
(loss of 
purchasing 
power) 

Year 

Cap at 
Retired 

Pay 

COLA* 

Percentage 

DoD 
Proposal 
(tied to HC 
inflation)** 

Difference 
(loss of 
purchasing 
power) 

■ 2012 

$520 

$520 

$0 

12029 

$859 

$3,135 

$2,275 

2013 

$536 

$720 

$184 

12030 

$885 

$3,329 

$2,444 

2014 

$552 

$920 

$368 

12031 

$912 

$3,535 

$2,624 

2015 

$568 

$1,185 

$617 

2032 

$939 

$3,755 

$2,815 

:2016 

$585 

$1,450 

$865 

'2033 

$967 

$3,987 

$3,020 

■ 2017 

$603 

$1,523 

$920 1 

2034 

$996 

$4,235 

$3,238 

: 2018 

$621 

$1,617 

$997 I 

12035 

$1,026 

$4,497 

$3,471 

2019 

$640 

$1,718 

$1,078 i 

12036 

$1,057 

$4,776 

$3,719 

2020 

$659 

$1,824 

$1,165 

!2037 

$1,089 

$5,072 

$3,983 

2021 

$678 

$1,937 

$1,259 

12038 

$1,121 

$5,387 

$4,265 

: : 2022 

$699 

$2,057 

$1,359 

i2039 

$1,155 

$5,721 

$4,565 

: 2023 

$720 

$2,185 

$1,465 

12040 

$1,190 

$6,075 

$4,886 

i 2024 

$741 

$2,320 

$1,579 

2041 

$1,225 

$6,452 

$5,226 

’ 2025 

$764 

$2,464 

$1,701 

■2042 

$1,262 

$6,852 

$5,590 

2026 

$787 

$2,617 

$1,831 i 

1:2043 

$1,300 

$7,277 

$5,977 
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:2027 

$810 ; $2,779 

$1,969 1 

2044 

$1,339 

$7,728 

$6,389 


2028 

$834 , $2,952 

$2,117 i 

t 

2045 

$1,379 

$8,207 

$6,828 


* Uses DoD actuaries’ 3% long-term COLA assumption for military retirement trust fund 
**DoD proposal assumes a 6.2% annual health cost inflation factor 

The Coalition urges the Subcommittee to reject the DoD proposal to index military health care fees to 
an index of health cost growth. 


Annual Financial Impact of Fee Hikes on Military Families 

The following chart highlights how the cumulative impact of the DoD-proposed fee changes would 
roughly double or triple annual health costs for the bulk of the affected force (grades E-7 to 0-4). Cost 
growth would be significantly larger for grades W-4 and 0-5 and above. 

This chart assumes average use of medications. Many older families and those with disabled or 
otherwise at-risk children require significantly more medications, and the proposed doubling and tripling 
of pharmacy copays would increase those families’ annual expenses substantially above those shown in 
the chart. 

The chart also highlights what many overlook — that Medicare-eligibles already are required to pay 
significant Medicare Part B premiums in addition to die proposed new TFL and pharmacy fees. 

Impact of DoD- Proposed FY2013 TRICARE Fees on Military Families (E-7 to 0-4) 
(Recommended by DoD in the President’s Budget) 


E-7 / 0-4 Retiree* Under Age 65, Family of Three 


TRICARE Prime** 

Current 

FY 2013 Proposed 

FY2017 

Enrollment Fee 

$520 

$720 

$1,523 

Doctor Visit Copays 

$60 

$60 

$60 

Rx Cost Shares*** 

$408 

$744 

$1,032 

Yearly Cost 

$988 

$ 1,524 

$2,615 


Retiree Under Age 65, Family of Three 


TRICARE Standard 

Current 

FY2013 

Proposed 

FY2017 

Enrollment Fee 

$0 

$140 

$250 

Deductible 

$300 

$320 

$580 

Rx Cost Shares*** 

$408 

$744 

$1,032 

Yearly Cost 

$708 

$1,204 

$1,862 


* Enrolled in 2'"' Retirement Income Tier (W-4s, 0-5s and higher grades would pay even more) 
**Enrolled to the network and assumes 5 doctor visits per year. 

*•* Assumes 2 generic and 2 brand name prescriptions per month in retail pharmacy 
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E-7 / 0-4 Retiree* Over Age 65 and Spouse 


TRICARE For Life** 

Current 

FY 13 Proposed 

FY2017 

Medicare Part B 

$2,398 

$2,494**** 

$2,917**** 

Enrollment Fee* 

$0 

$150 

$634 

Rx Cost Shares*** 

$756 

$1,428 

$1,956 

Yearly Cost 

$3,154 

$4,072 

$5,507 


♦Enrolled in 2 °'^ Retirement Income Tier (W-4s, 0-5s and higher grades would pay even more) 
♦♦Assumes lowest tier Medicare Part B premium for new enrollee in 2012, 

♦♦*3 generic and 4 brand name prescriptions per month purchased at retail pharmacy 
** * * Assumes Part B increases of 4% per year 


Currently Serving Family of Four 


TRICARE Standard* 

Current 

FY 13 Proposed 

FY2017 

Enrollment Fee 

$0 

$0 

$0 

Deductible 

$300 

$300 

$300 

Rx Cost Shares** 

$264 

$432 

$624 

Yearly Cost 

$564 

$732 

$924 


♦ Spouse and 2 children use Standard. 

♦♦Assumes 2 generic and 1 brand name prescriptions per month at retail pharmacy. 


Military vs. Civilian Cash Fees Is “Apple to Orange” Comparison 

The Coalition continues to object strongly to simple comparisons of military vs. civilian cash fees. Such 
“apple to orange” comparisons ignore most of the very ^at price career military members and families 
pay for their coverage in retirement. 

The unique package of military retirement benefits - of which a key component is a superior health care 
benefit - is the primary offset provided uniformed service members for enduring a career of unique and 
extraordinary sacrifices that few Americans are willing to accept for one year, let alone 20 or 30. It is an 
unusual and essential compensation package a grateful Nation provides to the small fraction of the 
population who agree to subordinate their personal and family lives to protecting our national interests 
for so many years. 

For all practical purposes, those who wear the tmiform of their country are enrolled in a 20- to 30-year 
pre-payment plan that must be completed to earn lifetime health coverage. Once that pre-payment is 
already rendered, the government cannot simply ignore it and focus only on post-service cash payments 
— as if the past service, sacrifice, and commitments had no value. 

DoD and the Nation - as good-faith employers of the trusting members from whom they demand such 
extraordinary commitment and sacrifice - have a reciprocal health care obligation to retired service 
members and ttieir families and survivors that far exceeds any civilian employer’s. 

The Coalition believes the TRICARE fee controversy is caused in part by the lack of any statutory 
record of the purpose of military health care benefits and the specific benefit levels earned by a career of 
service in uniform. 
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Current law gives the Secretary of Defense broad latitude to adjust fees for TRICARE Prime and the 
pharmacy systems. Absent congressional int^vention, the Secretary can choose not to increase fees for 
years at a time or to triple or quadruple fees, as in this year’s budget proposal. 

Until a few years ago, this was not a particular matter of concern, as no Secretary had previously 
proposed dramatic fee increases. 

The experience of the recent past - during which sevCTal Secretaries proposed no increases and then a 
new Secretary proposed doubling, tripling, and quadrupling various fees — has convinced the Coalition 
that current law leaves military beneficiaries excessively vulnerable to the varying budgetary 
inclinations of the incumbent Secretary of Defense. 

It’s true that many private sector employers are choosing to shift more healthcare costs to their 
employees and retirees, and that’s causing many still-working military retirees to fail back on their 
service-earned TRICARE coverage. Fallout from the recession has reinforced this trend. 

Efforts to paint this in a negative light (i.e., implying that working-age military retirees with access to 
civilian employer plans should be expected to use those instead of military coverage) belie both the 
service-earned nature of the military coverage and the long-standing healthcare promises the 
government aggressively employed to induce their career service. 

The Coalition believes the law should be changed to explicitly acknowledge that: 

• The healthcare benefit provided for members and families who complete a military career should 
be among the very best available to any American; 

• The decades of service and sacrifice rendered by career military personnel constitute a significant 
pre-paid premium toward their healthcare in retirement; and 

• The large value of this pre-paid premium should be accounted for by minimizing fees payable in 
retirement and avoiding significant and arbitrary increases from year to year. 

DoD Should Fix Inefficiencies, Not Punish Beneficiaries 

Unlike civilian healthcare systems, the military health system is built mainly to meet military readiness 
requirements rather than to deliver needed care efficiently to beneficiaries. 

Each Service maintains its unique facilities and systems to meet its unique needs, and its primary 
mission is to sustain readiness by keeping a healthy force and sustaining capacity to treat casualties from 
military actions. That model is built neither for cost efficiency nor beneficiary welfare. 

When military forces deploy, the military medical force goes with them, and that forces families, retirees 
and survivors to use the more expensive civilian health care system in the absence of so many uniformed 
health care providers. This shift in the venue of care and the associated costs are completely out of 
beneficiary control. 
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These military-unique requirements have significantly increased readiness costs. But those added costs 
were incurred for the convenience of the military, not for any beneficiary consideration, and 
beneficiaries should not be expected to bear any share of military-driven costs - particularly in wartime. 

The Coalition strongly rejects Defense leaders’ efforts to seek dramatic beneficiary cost increases as a 
first cost-containment option rather than meeting their own responsibilities to manage military 
healthcare programs in a more cost-effective manner. 

Instead of imposing higher fees on beneficiaries as the first budget option, DoD leaders should be 
held accountable for fixing their own management and oversight failures that add billions to defense 
health costs. 

• Decades of GAO and other reports demonstrate DoD cost accounting systems are broken and 
unauditable. 

• More than a dozen reports have recommended consolidated oversight of three separate service 
medical systems, four major contractors, and innumerable subcontractors that now compete for 
budget share in counterproductive ways. 

• DoD-sponsored reviews indicate more efficient organization could cut health costs 30% without 
affecting care or beneficiary costs 

• DoD’s inexplicable refusal to partner with associations to expand mail-order pharmacy above the 
current low level has cost hundreds of millions per year (each prescription switched from retail to 
mail saves DoD $125). 

• Improve and expand focus on management of chronic diseases. 

• Reduce inappropriate and costly emergency room use by expanding clinic hours, urgent care 
venues, open access appointing, and phone/web-based access to providers after hours. 

• Reform the TRICARE contracting and acquisition process. 

• Base incentives to providers on quality-driven clinical outcomes that reward efficiency and value. 

• Eliminate referral requirements that add complexity and inhibit timely delivery of needed care. 

• Fix broken appointing system that inhibits beneficiary access to care. 

These are only some of the examples demonstrating that more effective management, oversight and 
reorganization of military healthcare delivery could dramatically reduce defense health costs without 
affecting care or costs for beneficiaries. 

The Coalition urges the Subcommittee to hold Defense leaders accountable for their own 
management^ oversight, and efficiency failures before seeking to shift more costs to beneficiaries. 
Congress should direct DoD to pursue any and all options to constrain the growth of health care 
spending in ways that do not disadvantage beneficiaries. 

Wounded, III, and Injured Servicemember Care 

Though the war in Iraq has officially ended and the country seeks an exit strategy in Afghanistan, the 
Coalition has great and continuing concerns about the longer-term stability and viability of the policies, 
programs, and services intended to care and support our wounded, ill, and injured and their families- 
caregivers. 
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As the Pentagon marks a decade at war, seamless transition between the Departments of Defense (DoD) 
and Veterans Affairs (VA) continues to be problematic in many cases for our wounded, ill, and injured 
troops; disabled veterans; and their family caregivers. 

Since 2007, every National Defense Authorization Act has built upon institutionalizing a seamless and 
unified approach to caring and supporting America’s wounded, ill, and injured and their families- 
caregivers. 

TMC acknowledges the significant progress that has been made in caring for our nation’s heroes and 
thanks the Subcommittee for its leadership and oversight on these pressing issues, particularly in the last 
four years since the Walter Reed scandal that brought to light the flaws and inadequacies of both DoD 
and VA health care and benefits systems. 

But complex challenges remain in overseeing and validating massive policy and program changes 
among the military services; the DoD; the VA; several Centers of Excellence; a multitude of civilian 
contractors and non-govemmental agencies; and at least six congressional oversight committees. 

The Coalition looks forward to continued work with the Subcommittee to address the remaining issues 
and fully establish systems of seamless care and benefits that support our transitioning wounded 
warriors and family members. 

TMC strongly urges: 

• Joint hearings by the Armed Services and Veterans Affairs Committees addressing the Joint 
Executive CounciTs (JEC) effectiveness in daify oversight, management, collaboration, and 
coordination of the Departments* wounded warrior programs. 

• Permanent funding, staffing, and accountability for congressionally mandated Defense 
Centers of Excellence and associated mental-behavioral health, suicide prevention, caregiver, 
respite, and other medical and non-medical programs. 

• Continued aggressive oversight of the Integrated Disability Evaluation and legacy disability 
evaluations systems to ensure preservation of the 30-percent threshold for medical retirement, 
consistency and uniformity of policies, ratings, legal assistance, benefits, and transitional 
services Defense-wide. 

DoD - VA Seamless Transition 

Institutional Oversight - While many legislative changes have improved the care and support of our 
wounded, ill, and injured servicemembers, the Coalition is concerned that the sunset in law of the DoD- 
VA Senior Oversight Committee (SOC) poses significant risks for effective day-to-day leadership and 
coordination of DoD and VA seamless transition efforts. While an informal SOC exists, the Pentagon 
has relegated responsibility and authority to lower levels of the agency, making it difficult for senior 
official involvement and oversight on these matters and limiting the Department’s ability to fully 
establish a synchronized, uniform and seamless approach to care and services. 

Previously, the Coalition has expressed concern that the change of Administration posed a significant 
challenge to the two departments’ continuity of joint effort, as senior leaders whose personal 
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involvement had put interdepartmental efforts back on track left their positions and were replaced by 
new appointees who had no experience with past problems and no personal stake in ongoing initiatives. 

Unfortunately, those concerns were realized, as many appointive positions in both departments went 
unfilled for long periods, requiring reorganization of responsibilities and entry of new people with little 
or no background or authority to engage systems and continue to move forward. 

While many well-meaning and hard working military and civilians are doing their best to keep pushing 
progress forward, leadership, organization, and mission changes have left many leaders frustrated with 
the process. 

The Coalition urges joint hearings by the Armed Services and Veterans Affairs Committees to assess 
the effectiveness of current seamless transition oversight efforts and systems and to solicit views and 
recommendations from DoD, VA^ the military services, and non-governmental organizations 
concerning how joint communication, cooperation, and oversight could he improved. 

In addition, the hearings should focus on implementation progress concerning: 

• Single separation physical; 

• Single, integrated disability evaluation system; 

• Bi-directional electronic medical and personnel records data transfer; 

• Medical centers of excellence responsibilities vs. authority, operations, and research projects; 

• Coordination of care and treatment, induing DoD-VA federal/recovery care coordinator clinical 
and non-clinical services and case management programs; and 

• Consolidated government agency support services, programs, and benefits. 

Continuity of Health Care - Transitioning between DoD and VA health care systems remains 
challenging and confusing to those trying to navigate and use these systems. Systemic, cultural, and 
bureaucratic barriers often prevent the service member or veteran from receiving the continuity of care 
they need to heal and have productive and a high level of quality of life they so desperately need and 
desire. 

Service members and their families repeatedly tell us that DoD has done much to address trauma care, 
acute rehabilitation, and basic short-term rehabilitation. They are less satisfied with their transition fi'om 
the military health care systems to longer-term care and support in military and VA medical systems. 

We hear regularly fi’om members who have experienced significant disruptions of care upon separation 
or medical retirement firom service. 

One is in the area of cognitive therapy, which is available to retired members under TRICARE only if it 
is not available through the VA. Unfortunately, members are caught in the middle because of 
differences between DoD and VA authorities on what constitutes cognitive therapy and the degree to 
which effective, evidenced-based therapy is available. 

Action is needed to further protect the wounded, ill, injured, and disabled. The Subcommittee has acted 
previously to authorize three years of active-duty-level TRICARE coverage for the family members of 
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those who die on active duty. The Coalition believes we owe equal transition care continuity to those 
whose service-caused illnesses or injuries force their retirement from service. 

The Coalition recommends: 

• Authorizing service-disabled members and their families to receive active-duty-level TRICARE 
benefits, independent of availability of VA care for three years after medical retirement to help 
ease their transition from DoD to VA. 

• Ensuring Guard and Reserve members have adequate access and treatment in the DoD and VA 
health systems for Post Traumatic Stress Disorder and Traumatic Brain Injury following 
separation from active duty service in a theatre of operations. 

DoD-VA Integrated Disability Evaluation System (IDES) - One of the most emotional issues that 
emerged from the Walter Reed scandal was the finding that services were “low-balling” disabled 
servicemembers’ disability ratings, with the result that many significantly disabled members were being 
separated and turned over to the VA rather than being medically retired (which requires a 30% or higher 
disability rating) — a trend that continues today, especially for those in the Guard and Reserves. 

Congress has taken positive steps to address this situation, including establishment of the Physical 
Disability Board of Review (PDBR) to give previously separated servicemembers an opportunity to 
appeal too-low disability ratings. 

A jointly executed DoD-VA IDES pilot has been implemented and expanded, but experience under 
IDES has shown that the fundamental goals it was to achieve - to be more streamlined, faster, less 
complex, and non-adversarial -- have for the most part yet to be realized. The service member, 
typically without effective assistance, must navigate a still-complex adversarial system that is 
compromised by incomplete medical evaluations, overlooked conditions, and examinations omitting 
diagnoses - resulting in gaps in care, delays in decision-making, and lack of timely adjudication. 

TMC was further encouraged that wounded, ill, and injured members would benefit from the Dec. 19, 
2007 Under Secretary of Defense (Personnel and Readiness) Directive Type Memorandum (DTM) 
which added "deployability” as a consideration in the DES decision process - permitting medical 
separation/retirement based on a medical condition that renders a member non-deployable. 

Unfortunately, several cases surfaced indicating the Services failed to incorporate the DTM in their DES 
process. In this regard, many members found “fit” by the PEB have been deemed by the service to be 
“unsuitable” for continued service - and administratively separated - because the member’s medical 
condition prevents them from being able to deploy or maintain their current occupational skill. 

The Coalition is grateful to the subcommittee for including provisions in both the FY201 1 and FY2012 
Defense Authorization Act prohibiting this practice. 

Unfortunately, some services still use other loopholes, such as designating disorders as “existing prior to 
service” — even though the VA rated the condition as “service-connected” and the member was deemed 
fit enough to serve in a combat zone. The Coalition believes strongly that once we have sent a soldier. 


22 



136 


sailor, airman or marine to war, the member should be given the benefit of the doubt that any condition 
subsequently found should not be considered as existing prior to service. 

The Coalition believes strongly that all unfitting “service-connected” conditions as rated by the VA 
should be included in the DoD disability rating, and any member determined by the parent service to be 
30 percent or more disabled should continue to be eli^ble for a military disability retirement with all 
attendant benefits, including lifetime TRICARE eligibility for the member and his/her family. We do 
not support efforts to disconnect health care eligibility from disability retired pay eligibility. 

The Coalition also agrees with the opinion expressed by former Secretary Gates that a member forced 
from service for wartime injuries should not be separated, but should be awarded a high enough rating to 
be retired for disability. 

The Coalition recommends: 

• Preserving the statutory 30 percent disability threshold for medical retirement in order to provide 
lifetime TRICARE coverage for those who are injured while on active duty. 

• Reforming the DoD disability retirement system to require inclusion of all unfitting conditions 
and accepting the VA *s **servic€-connected** rating. 

• Ensuring any restructure of the DoD and VA disability and compensation systems does not 
inadvertently reduce compensation levels for disabled service members. 

• Eliminating distinctions between disabilities incurred in combat vs. non~combat when 
determining benefits eligibility for retirement 

• Revision of the VA schedule for rating disabilities (VASRD) to improve the care and treatment of 
those wounded, ill, and injured, especially those diagnosed with PtSD and TBt. 

• Barring designation of disabling conditions as **existing prior to service** for servicemembers who 
have been deployed to a combat zone. 

• Directing DoD to re-engineer and redesign the front end of IDES to (1) better ensure medical 
evaluations are consistently based on a fully developed, accurate medical summary; (2) permint 
the servicemember *s full participation; (3) afford each individual consistent, effective 
representation throughout the process; and (4) streamline the system by eliminating the 
redundancy of dual adjudication of disability. 

Caregiver/Family Support Services - The sad reality is that, for the most severely injured 
servicemembers, family members or other loved ones are often required to become full-time caregivers. 
Many have lost their jobs, homes, and savings in order to meet caregiver needs of a servicemember who 
has become incapacitated due to service-caused wounds, injuries or illness. 
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The Coalition believes the government has an obligation to provide reasonable compensation and 
training for such caregivers, who never dreamed that their own well-being, careers, and futures would be 
devastated by military-caused injuries to their servicemembers. 

In 2009, the Subcommittee authorized a special payment to an active duty servicemember to allow 
compensation of a family member or professional caregiver. The authorized payment was in the same 
amount authorized by the VA for veterans’ aid-and-attendance needs, reflecting the Subcommittee’s 
thinking that caregiver compensation should be seamless when the member transitions from active duty 
to VA care, as long as the caregiver requirements remain the same. 

The Coalition appreciates the Subcommittee’s effort to sustain that principle in the FY201 1 Defense 
Authorization Act in terms of caregiver support, and urges additional steps to ensure that non-dependent 
caregivers (e.g., parents and siblings) who have had to sacrifice their own employment and health 
coverage are provided health and respite care while the injured member remains on active duty, 
commensurate with what the VA authorizes for caregivers of wounded, ill, and injured veterans. 

In a similar vein, many wounded or otherwise-disabled members experience significant difficulty 
transitioning to medical retirement status. To assist in this process, consideration should be given to 
authorizing medically retired members and their families to remain in on-base housing for up to one year 
after retirement, in the same way that families are allowed to do when a member dies on active duty. 

Another important care continuity issue for the severely wounded, ill and injured is the failure to keep 
caregivers of these personnel involved in every step of the care and follow-up process. Again and again, 
we are told of clinicians and administrative people who seek to exclude caregiver participation and talk 
only to the injured member - despite the reality that the injured member may not be capable of 
remembering instructions or managing their appointments and courses of care. In many cases, this 
occurs even when the caregiver has a medical power of attorney and other authorities documented in the 
member’s records. 

Congress, DoD and the VA have worked to get essential information to the wounded, ill, and injured 
and their caregivers. Similar efforts are urgently needed to educate medical providers and 
administrative staff at all levels that the final responsibility for ensuring execution of prescribed 
regimens of care for severely wounded, ill and injured servicemembers typically rests with the 
caregivers, who must be kept involved and informed on all aspects of these members’ treatment, 
appointments, and medical evaluations. 

The Coalition recommends: 

• Providing enhanced training of DoD and VA medical and support staff on the vital importance of 
involving and informing designated caregivers in treatment of and communication with severely 
wounded, ill, and injured personnel 

• Providing health and respite care for non-dependent caregivers (e.g., parents and siblings) who 
have had to sacrifice their own employment and health coverage while the injured member 
remains on active duty, commensurate with what the VA authorizes for eligible caregivers of 
medically retired or separated members. 
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• Extending eligibility for residence in on-base facilities for up to one year to medically retired 
or severely wounded, ill, and injured servicemembers and their families (or until the 
servicemember receives a VA compensation rating, whichever is longer). 

Guard and Reserve Health Care issues - The Coalition is very grateful for sustained progress in 
providing reservists' families a continuum of government-sponsored health care coverage options 
throughout their military careers into retirement, but key gaps remain. 

For years, TMC has recommended continuous government health care coverage options for Guard and 
Reserve (G-R) families. Operational reserve policy during two protracted wars has only magnified that 
need. 

DoD took the first step in the 1990s by establishing a policy to pay the Federal Health Benefits Program 
(FEHB) premiums for G-R employees of the Department during periods of their active duty service. 

Thanks to this subcommittee’s efforts, considerable additional progress has been made in subsequent 
years to provide at least some form of military health coverage at each stage of a Reserve Component 
member’s life, including TRICARE Reserve Select for actively drilling Guard/Reserve families and 
TRICARE Retired Reserve for “gray area” retirees. 

But some deserving segments of the Guard and Reserve population remain without needed coverage, 
including post-deployed members of the Individual Ready Reserve and early Reserve retirees who are in 
receipt of non-regular retired pay before age 60. 

In other cases, the Coalition believes it would serve Guard/Reserve members’ and DoD’s common 
interests to explore additional options for delivery of care to Guard and Reserve families. As 
deployment rates decline, for example, it would be cost-effective to establish an option under which 
DoD would subsidize continuation of employer coverage for family members during (hopefully less- 
fi-equent) periods of activation rather than funding year-round TRS coverage. 

TMC continues to support closing the remaining gaps to establish a continuum of health coverage for 
operational reserve families. 

The Coalition recommends: 

• Authorizing TRICARE for early Reserve retirees who are in receipt of retired pay prior to age 60 

• Authorizing premium-based TRICARE coverage for members of the Individual Ready Reserve 
after being called to active service for a cumulative period of at least 12 months 

• Permitting employers to pay TRS premiums for reservist-employees as a bottom-line incentive for 
hiring and retaining them. 
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• Authorizing an option for the government to subsidize continuation of a civilian employer*s 
family coverage during periods of activation, similar to FEHBP coverage for activated Guard- 
Reserve employees of Federal agencies^ 

• Extending corrective dental care following return from a call-up to ensure G-R members meet 
dental readiness standards. 

• Allowing eligibility in Continued Health Care Benefits Program (CHCBP) for Selected Reservists 
who are voluntarily separating and subject to disenrollment from TRS. 

• Allowing beneficiaries of the FEHBP who are Selected Reservists the option of participating in 
TRICARE Reserve Select 

Additional TRICARE Prime Issues - The Coalition is very concerned about growing dissatisfaction 
among TRICARE Prime enrollees - which is actually hi^er among active duty families than among 
retired families. The dissatisfaction arises from increasing difficulties experienced by beneficiaries in 
getting appointments, referrals to specialists, and sustaining continuity of care from specific providers. 

Increasingly, beneficiaries with a primary care manage in a military treatment facility find they are 
unable to get appointments because so many providers have deployed, have been gone PCS, or are 
otherwise understaffed or unavailable. 

The Coalition supports implementation of a pilot study by TMA in each of the three TRICARE Regions 
to study the efficacy of revitalizing the resource sharing program used prior to the implementation of the 
TRICARE-Third Generation (T-3) contracts under the current Managed Care Support contract program. 

The Coalition strongly advocates the transparency of healthcare information via the patient electronic 
record between both the MTF provider and network providers. Additionally, institutional and provider 
healthcare quality information should be available to all beneficiaries so that they can make better 
informed decisions. 

We are concerned about the impact on beneficiaries of the elimination of some Prime service areas 
under the new contract. This will entail a substantive change in health care delivery for thousands of 
beneficiaries, may require many to find new providers, and will change the support system for 
beneficiaries who have difficulty accessing care. 

To date, largely because of the delay in award of the new contracts, beneficiaries who live in the areas 
where Prime service will be terminated have not received any information on this and how it may affect 
them. 

The Military Coalition urges the Subcommittee to: 

• Require reports from DoD and the managed care support contractors on actions being taken to 
improve Prime patient satisfaction, provide assured appointments within Prime access standards, 
reduce delays in preauthorization and referral appointments, and provide quality information to 
assist beneficiaries in making informed decisions. 
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• Require increased DoD efforts to ensure consistency between both the MTFs and purchased care 
sectors in meeting Prime access standards. 

• Ensure timely notification of and support for beneficiaries affected by elimination of Prime 
service areas. 

Additional TRICARE Standard Issues — The Coalition appreciates the Subcommittee’s continuing 
interest in the specific problems unique to TRICARE Standard beneficiaries. TRICARE Standard 
beneficiaries need assistance in finding participating providers within a reasonable time and distance 
from their home. This is particularly important with the expansion of TRICARE Reserve Select and the 
upcoming change in the Prime Service Areas, which will place thousands more beneficiaries into 
TRICARE Standard. 

The Coalition is grateful that the FY2012 Defense Authorization Act extended through 2015 the 
requirement for DoD to survey participation of providers in TRICARE Standard. 

However, we are concerned that DoD has not yet established benchmarks for adequacy of provider 
participation, as required by section 7 1 1 (a)(2) of the FY2008 NDAA. Participation by half of the 
providers in a locality may suffice if there is not a large Standard beneficiary population, but could 
severely constrain access in other areas with hi^er beneficiary density. 

The Coalition hopes to see an objective participation standard (perhaps based on the number of 
beneficiaries per provider) that would help shed more light on which locations have participation 
shortfalls of Primary Care Managers and Specialists that require intervention. 

Further, the Coalition believes the Department should be required to take action to increase provider 
participation in localities where participation fells short of the standard. 

A source of continuing concern is the TRICARE Standard inpatient copay for retired members, which 
now stands at $708 per day or 25% of billed charges. The Coalition believes this amount already is 
excessive, and should be capped at that rate for the foreseeable future. 

The Coalition urges the Subcommittee to: 

• Bar any further increase in the TRICARE Standard inpatient copay for the foreseeable future, 

• Insist on immediate delivery of an adequacy threshold for provider participation, below which 
additional action is required to improve such participation to meet the threshold. 

• Require a specific report on provider participation adequacy in the localities where Prime Service 
Areas will be discontinued under the new TRICARE contracts. 

• Increase locator support to TRICARE Standard beneficiaries seeking providers who will accept 
new Standard patients, particularly for mental health specialties. 
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MR. CHAIRMAN AND DISTINGUISHED MEMBERS OF THE SUBCOMMITTEE. On behalf of ^ 
The Military Coalition (TMC), a consortium of nationally prominent uniformed services and veterans’ 
organizations, we are grateful to Che committee for this opportunity to express our views concerning 
issues affecting the uniformed services community. This statement for the record provides the collective 
views of the following military and veterans’ organizations, which represent approximately 5.5 million 
current and former members of the seven uniformed services, plus their families and survivors. 

Air Force Association 
Air Force Sergeants Association 
Air Force Women Officers Associated 
AMVETS (American Veterans) 

Army Aviation Association of America 
Association of Military Surgeons of the United States 
Association of the United States Army 
Association of the United States Navy 

Chief Warrant Officer and Warrant Officer Association, U.S. Coast Guard 
Commissioned Officers Association of the U.S. Public Health Service, Inc. 

Fleet Reserve Association 
Gold Star Wives of America, Inc. 

Iraq and Afghanistan Veterans of America 
Jewish War Veterans of the United States of America 
Marine Corps League 
Marine Corps Reserve Association 

Military Chaplains Association of the United States of America 

Military Officers Association of America 

Military Order of the Purple Heart 

National Association for Uniformed Services 

National Guard Association of the United States 

National Military Family Association 

Naval Enlisted Reserve Association 

Non Commissioned Officers Association 

Reserve Enlisted Association 

Reserve Officers Association 

Society of Medical Consultants to the Armed Forces 

The Retired Enlisted Association 

United States Army Warrant Officers Association 

United States Coast Guard Chief Petty Officers Association 

Veterans of Foreign Wars 

Vietnam Veterans of America 

Wounded Warrior Project 

The Military Coalition, Inc. does not receive any grants or contracts from the federal government. 
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Executive Summary 
Force Levels 


Over the past several years, Congress has addressed the greater than anticipated recjtairements and 
resources to support the operational requirements and the resulting negative impact on the quality of life 
of uniformed servicemembers by boosting the Services' end strength resulting in increasing dwell time. 

TMC remains concerned about the adequacy of strength levels in light of stress indicators including 
increased divorces, alarming suicide rates, and other symptoms. 

Therefore, the Coalition urges the Subcommittee to: 

• Ensure that the drawdown does not proceed at a rate which would adversely impact the required 
dwell time for the troops; that is, sustain force levels which are consistent with the mission. 

• Ensure that the Services maximize the use of voluntary drawdown tools (including the temporary 
early retirement authority included in the FY2012 National Defense Authorization Act) before 
resorting to involuntary measures. 

• Sustain adequate recruiting and retention resources to enable the uniformed services to sustain their 
continuing needs for top-quality personnel. 

• Support a defense budget that funds both people and weapons needs. 

Military Retirement 

The purpose of the unique military retirement package is to offset the extraordinary demands and 
sacrifices inherent in a service career. These benefits provide a powerful incentive for top-quality 
people to serve 20-30 years in uniform. 

The Administration’s budget submission calls for a BRAC-like study to review the retirement system 
which has proven to be so critical to sustaining long-term retention and readiness. The program must 
not be subject to a short-circuited legislative process that denies due diligence and leaves this crucial 
program subject to the whims of a small group tasked to meet a political deadline. 

The Coalition urges the Subcommittee to: 

• Oppose initiatives that would “civilianize” the military retirement system, ignore the lessons of the 
ill-fated REDUX initiative, and inadequately recognize the unique and extraordinary demands and 
sacrifices inherent in a military career. 

. Oppose a BRAC-like legislative process for military retirement reform that would short-circuit the 
opportunity for thorough Armed Services Committee deliberation. 

Currently Serving Issues 

Compensation - Congress has made great strides to restore military pay comparability over the past 12 
years, including a statutory change that explicitly ties military pay raises to Employment Cost Index 
(ECI) growth. 
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Despite significant progress and retention problems associated with the “erosion of pay and benefits 
abated, there are renewed calls to cut back on military raises, create a new comparability standard or 
substitute more bonuses for pay raises in the interests of deficit reduction. 

The Coalition believes such proposals are exceptionally short-sighted in view of the extensive negative 
experience with military pay raise caps. 

The Coalibon urges the Subcommittee to sustain fully-comparable annual military pay raises based on 
the Employment Cost Index as specified in current law. 

Wounded, III, and Injured Servicemember Compensation - Complex challenges remain in 
overseeing and validating massive policy and program changes among the military services; the DoD, 
the VA; several Centers of Excellence; a multitude of civilian contractors and non-governmental 
agencies; and at least six congressional oversight committees. 

The Coalition urges the Subcommittee to: 

• Ensure any restructure of the DoD and VA disability and compensation systems does not 
inadvertently reduce compensation levels for disabled servicemembers. 

• Oppose distinguishing between disabilities incurred in combat versus non-combat service when 
determining benefits eligibility for retirement. 

• Support extending eligibility for residence in on-base facilities for up to one year to medically 
retired, severely wounded servicemembers and their families. 

DoD Resale Operations - TMC strongly believes military commissary, exchange and Morale Welfare 
and Recreation (MWR) programs contribute significantly to a strong national defense by sustaining 
morale and quality of life for military beneficiaries both within the United States and around the globe. 

The Coalition urges the Subcommittee to resist initiatives to civilianize or consolidate DoD resale 
systems in ways that would reduce their value to patrons. 

Family Readiness and Support - A fully funded, robust family readiness program is crucial to military 
readiness, especially given the continuing demands of deployments and the uncertainty of the legacy of 
the effects of 10 years of war on servicemembers and their families. 

The Coalition urges the Subcommittee to: 

• Continue much-needed supplemental funding authority to schools impacted by large populations of 
military students. 

• Direct DoD to report on MWR category programs. 

• Fully fund effective programs. 

. Ensure all National Guard and Reserve Yellow Ribbon Programs meet a standard level of family 
support within each State. 

• Continue support for child care needs of the highly deployable, operational total force community. 

• Encourage greater military spouse educational and career opportunities, and ensure existing 
programs are accessible and effective. 

• Continue pressing the Defense Department to implement flexible spending accounts to enable 
military families to pay health care and child care expenses with pre-tax dollars. 
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Base Realignment and Closure (BRAC) Rounds - The Administration’s budget calls for two 
additional rounds of BRAC in order to gamer savings. The Coalition is very concerned that these 
decisions are driven solely to save money. 

The Coalition urges the subcommittee to proceed cautiously with additional BRAC rounds and verify 
DoD has accounted for all the implementing costs of their proposals. 

National Guard and Reserve Issues 

Operational Reserve Retention and Retirement Reform - The current law that credits only active 
service since January 28, 2008 disenfranchises and devalues the service of hundreds of thousands of 
Guard/Reserve members who served combat tours (multiple tours, in thousands of cases) between 2001 
and 2008. 

The Coalition urges the Subcommittee to: 

• Eliminate the fiscal year limitation which effectively denies full early retirement credit for active 
duty tours that span the October 1 start date of a fiscal year. 

. Modernize the reserve retirement system to incentivize continued service beyond 20 years and 
provide fair recognition of increased requirements for active duty service, 

. Authorize early retirement credit for all Guard and Reserve members who have served on active 
duty tours of at least 90 days retroactive to September 11, 2001. 

Yellow Ribbon Reintegration Program - Congress has provided increased resources to support the 
transition of warrior-citizens back into the community; however, program execution remains spotty from 
state to state and falls short for returning Federal Reserve warriors in widely dispersed regional 
commands. 

The Military Coalition urges Congress to hold oversight hearings and direct additional improvements in 
coordination, collaboration and consistency of Yellow Ribbon services between States. 

Reserve Compensation System - Related to this are demands on qualifications, mental skills, physical 
fitness, and training in conjunction with national security missions at home and abroad. The 
compensation system needs to be improved to attract and retain individuals into the Guard/Reserve. 

The Coalition recommends Congress authorize: 

• Credit for all inactive duty training points earned annually toward reserve retirement. 

• Parity in special incentive pay for career enlisted/officer special aviation incentive pay, diving 
special duty pay, and pro-pay for reserve component medical professionals. 

. Recalculation of retirement points after one year of activation. A recent law change allowed certain 
flag and general officers to recalculate retirement pay after one year of active duty. TMC believes 
this opportunity should be made available to all ranks. 

Guard/Reserve GI Bill - Benefits for joining the Selected Reserve were not upgraded or integrated in 
the Post-9/1 1 GI Bill as TMC has long recommended. However, the Budget request proposes to reduce 
contributions into the DoD Educational Benefit Trust Fund. 
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The Coalition recommends the Subcommittee; 

• Restore basic reserve MGIB benefits for initially joining the Selected Reserve to the historic 
benchmark of 47-50% of active duty benefits. 

• Integrate reserve and active duty MGIB laws in Title 38. 

• Enact academic protections for mobilized Guard and Reserve students, including refund guarantees 
and exemption of Federal student loan payments during activation. 

Guard/Reserve Family Support Programs - We have seen considerable progress in outreach 

programs and services for returning Guard and Reserve warriors and their families. Family support 

programs promote better communication with servicemembers. Specialized support and training for 

geographically separated Guard and Reserve families and volunteers are needed. 

The Coalition urges the Subcommittee to: 

• Ensure programs are in place to meet the special information and support needs of families of 
individual augmentees or those who are geographically dispersed. 

• Fund joint programs among military and community leaders to support servicemembers and families 
during all phases of deployments. 

• Provide preventive counseling services for servicemembers and families. 

• Authorize child care, respite care, family readiness group meetings and drill time. 

• Improve the joint family readiness program to facilitate understanding and sharing of information 
between all family members. 


Retiree Issues 


Cost-of-Living Adjustments (COLAs) - COLAs are particularly important to military retirees, 
disabled retirees, and survivors because they start drawing their annuities at younger ages than most 
other COLA-eligibles and thus experience the compounding effects over a greater number of years. To 
the extent that COLAs fail to keep up with living costs, real purchasing power declines dramatically as 
long the longer a retiree lives. 

The Coalition urges the Subcommittee to ensure continued fulfillment of congressional COLA intent, as 
expressed in House National Security (HNSC) Committee Print of Title 37, USC: "to provide every 
military retired member the same purch^ing power of the retired pay to which he was entitled at the 
time of retirement [and ensure it is] not, at any time in the future. ..eroded by subsequent increases in 
consumer prices." 

Concurrent Receipt - The Coalition strongly believes that career military members earn their retired 
pay by service alone, and that those who suffer a service-caused disability in the process should have 
any VA disability compensation from the VA added to, not subtracted from, their service-earned 
military retired pay and this remains a key goal in 2012. 

The Coalition urges the Subcommittee to continue to seek options to: 

• Expand Concurrent Retirement and Disability Payments (CROP) to disabled retirees not eligible 
under the current statute, to include vesting of earned retirement credit for Chapter 61 retirees with 
less than 20 years of service. 


5 



147 


• Resolve the so-called Combat Related Special Compensation (CRSC) ’’glitch” that causes combat- 
disabled members’ compensation to decline when their VA disability rating is increased; or as an 
interim step. 

. Pursue legislation specifying that a disabled retiree’s CRSC disability compensation cannot be 

reduced when his or her VA disability rating increases until the retiree is afforded the opportunity to 
elect between CRSC and CROP. 

Fair Treatment for Servicemembers Affected by Force Reductions — Over the next five years, over 
100,000 additional servicemembers will transition from wearing a uniform into the private sector as part 
of the force drawdown. 

During any force reduction, servicemembers who intend to make the service a career are forced out. We 
believe the Nation should recognize their service and provide a "transportable” benefit for those that 
have their careers curtailed involuntarily short of 20 years. 

The Coalition recommends enacting temporary legislation that would allow members separated during 
periods of significant force reductions to deposit part or all of their involuntary separation pay or VSP 
into their TSP account. 


Survivor Issues 


SBP-DIC Offset - The Coalition believes widows whose sponsors’ deaths were caused by military 

service should not be last in line for redress. 

The Coalition urges the Subcommittee to: 

• Continue its leadership in seeking to eliminate the SBP-DIC offset. 

• Authorize SBP annuities to be placed into a Special Needs Trust for disabled survivors who 
otherwise lose eligibility for Supplemental Security Income (SSI) and Medicaid, 

• Reduce the age for paid-up SBP to age 67 to be fairer to those who joined the military at age 17, 18 
or 19. 

• Reinstate SBP annuities to survivors who transfer benefits to their children when the children reach 
majority, or when a second marriage ends. 

• Exempt SBP-eligible children from being inadvertently penalized by the Alternative Minimum Tax 
(AMT), which treats SBP as unearned income and taxes it at the higher 26% AMT rate. 

Final Retired Pay Check - Under current law, DFAS recoups from military widows’/widowers’ bank 

accounts all retired pay for the month in which a rebree dies. 

TMC urges the Subcommittee to authorize survivors of retired members to retain the final month's 

retired pay for the month in which the retiree dies. 
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Overview 


Mr. Chairman, The Military Coalition thanks you and the entire Subcommittee for your strong support 
of our active duty, Guard, Reserve, retired members, and veterans of the uniformed services and their 
families and survivors. Your efforts have had a significant and positive impact in the lives of the entire 
uniformed services community. 

Presently, the Coalition has three major concerns with the Administration’s proposed FY2013 
Department of Defense (DoD) budget: health care fee increases, force level reductions, and the 
establishment of a commission to examine military retirement. This statement will focus on two of 
these areas as well as provide our collective perspective on other issues concerning the entire uniformed 
service community. We will address health cate issues in a separate statement for the March 22 hearing. 

The past few years have been exceptionally arduous, with our military winding down operations in Iraq 
while continuing operations in Afghanistan, all as the nation recovers slowly from the economic crisis. 
Congress and the Administration have had difficult choices to make as they worked to bolster the weak 
economy while facing record-breaking budget deficits. 

We are grateful that DoD and Congress have given personnel issues top priority in the past few years. 
However, as we enter the eleventh year of intense wartime operations, the Coalition believes that critical 
personnel issues are being marginalized in the proposed FY2013 DoD budget. 

Despite extraordinary demands, men and women in uniform are still answering the call - thanks in no 
small measure to the Subcommittee’s strong and consistent support - but only at the cost of ever-greater 
personal sacrifices. 

As you know, we have seen dramatic increases in suicide rates which reflect the long-term effects of 
requiring the same people to return to a combat theater again and again. In addition, there are reports 
that the military divorce rates are at the highest level since 1999. 

In these times of growing political and economic pressures, the Coalition relies on the continued good 
judgment of the Armed Services Committees to ensure the Nation allocates the required resources to 
sustain a strong national defense, and in particular, to properly meet the pressing needs of the less than 
one percent of the American population - our men and women in uniform - who protect the freedoms of 
the remaining 99 percent. 

In this statement. The Coalition offers our collective recommendations on what must be done to meet 
these essential needs. 


Force Levels 


Personnel Strength and Associated Funding — The Pentagon’s budget submission includes a 
significant drawdown of over 100,000 troops, predominately affecting troops on the ground - the same 
troops that have endured repeated deployments over the past decade. 
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We understand that the Services are looking to reduce force levels as our troops return from the Middle 
East and the Coalition’s primary concern is that the Pentagon’s plan does not force additional burdens 
on our servicemembers and their families by continuing to fall short of dwell time goals. 

For the last decade, servicemembers and their families have endured unprecedented sacrifices often 
having less than a year at home before returning for another year in combat. 

Both Defense and Service leaders have acknowledged that minimum dwell time should be at least two 
years at home after a year deployment. That minimum goal has yet to be attained for all deploying 
servicemembers. 

We are also concerned about sustaining a surge capacity for unexpected contingencies (as of Sept 10, 
2011, no one anticipated the following decade-plus of war) and retaining combat experience by 
encouraging departing veterans to join the Guard and Reserve. 

Cutting Guard/Reserve as well as active forces will make achieving these goals even more difficult. 

The Coalition urges the Subcommittee to ensure adequate personnel strengths and funding are 
authorized to meet national security strategy requirements and dwell time goals. 

TMC remains concerned about the adequacy of strength levels in light of stress indicators including 
increased divorces, alarming suicide rates, and other symptoms. 

Therefore, the Coalition urges the Subcommittee to: 

• Ensure that the drawdown does not proceed at a rate which would adversely impact the required 
dwell time for the troops; that is, sustain force levels which are consistent with the mission. 

• Ensure that the Services maximize the use of voluntary drawdown tools (including the temporary 
early retirement authority included in the FY2012 Defense Authorization Act) before resorting to 
involuntary measures. 

• Sustain adequate recruiting and retention resources to enable the uniformed services to sustain 
the continuing needs for top-quality personnel. 

• Support a defense budget that funds both people and weapons needs. 

Military Retirement 

Uniformed Services Retirement System - The entire military compensation system, to include the 
retirement benefit, is based on principles outlined in the DoD’s Military Compensation Background 
Papers and “should be designed to foster and maintain the concept of the profession of arms as a 
dignified, respected, sought after, and honorable career.” 

The purpose of the unique military retirement package is to offset the extraordinary demands and 
sacrifices inherent in a service career. Benefits provide a powerful incentive for top-quality people to 
serve 20-30 years in uniform, despite the burden of sacrifices as eloquently articulated by the Secretary 
of the Air Force during his January 18, 1978 testimony before the President’s Commission on Military 
Compensation: 
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‘•The military services are unique callings. The demands we place on 

women are unlike those of any other country. Our worldwide interests and coi^tments pi 

heavy burdens and responsibilities on their shoulders. They must be prepared to live 

anywtere, fight anywhere, and maintain high morale and combat efficiency under fi^quently 

adLse and Lomfortable conditions. They are asked to undergo fr^uent 

long hours, periodic relocation and family separation. They accept abndgement of freedom of 

spefch, poliiical and organizational activity, and control over living and working conditions. 

They are all part of the very personal price our military people pay. 

“Yet all of this must be done in the light of - and in comparison to - a civilian sector that is 

considerably different. We ask military people to be highly disciplined when society p ^ 

heavy premium on individual freedom, to maintain a steady and acute sense of purpose when 

some in society question the value of our institutions and debate out 

we ask them to surrender elements of their freedom in order f 

has the highest degree of liberty and independence in the world. And, I might add, a so y 

with the highest standard of living and an unmatched quality of hie. 

“Implicit in this concept of military service must be long-term security tTof 

institutional supports for the serviceman and his family which are beyond the level of 
compensation commonly offered in the private, industrial sector. 

There is no better illustration of that reality than the experience of the past 

career drawing power of the current 20-year retirement system and its pronused benefits, the Coalitio 
asserts that suftLing anything approaching needed retention rates over such an extended penod 
constant combat deployments would have been impossible. 

The crucial element to sustaining a high-quality, career military force is establishing a strong bond of 
reciorocal commitment between the servicemember and the government. If that reciprocity is n 
fulfilled, if we “break faith” with those that serve, retention and readiness will inevitably suffer. 

The Coalition believes the government has a unique employer’ s 

Americans it actively induces to subordinate their interests to the America s for 20 to 30 years that goes 
far beyond any civilian employer’s obligation to its employees. 

The uniformed services retirement system has had its critics since the 1970s and even earlier. 

In the 1980s budget pressures led to amending retirement rules twice for new service entrants: 

. Baring mtired pay calculations on the high-36-month average of basic pay instead of final basic pay 

. Enactin^he REDUX system that cut 20-year retired pay value by more than 25% (1986). 

At the time the REDUX plan was being considered, then-Secretary of Defense Caspar Weinberger 
strongly (but unsuccessfully) opposed it (see attached letter), arguing the change would harm retention 
aXeSe readiness. “It says Tn absolute terms,” said Weinberger, “*at the unique, dangerous, and 
vital sacrifices they routinely make are not worth the taxpayer dollars they receive. 
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When his prediction of adverse retention consequences proved all too accurate in the 1990s, Congress 
had to repeal REDUX in 1999 at the urging of the Joint Chiefs of Staff. 

Subsequently, innumerable studies and task forces have recommended further dramatic changes, usually 
either to save money, to make the system more like those offered under civilian programs, or o 

Most recently, groups such as the National Commission on Fiscal Responsibility and Refonn, the Debt 
Reduction Task Force, the Sustainable Defense Task Force, and the Defense Business Board’s 
“Modernizing the Military Retirement” Task Group have all recommended dramatically 
system more on civilian lines, with significantly reduced and delayed military retirement comp® 

All too aware of the lessons of REDUX, Congress has wisely ignored and dismissed these ivory-tower 
recommendations, which propose far greater retirement cuts than REDUX entailed. 

The existing retirement system is often characterized as “inflexible”, limiting the ability of Service 
personnel managers to more precisely and effectively manage the force. The Coalition strong V 
disagrees. 

The Services already have substantial authority to adjust high-year-of-tenure limits to enforce 
military “up-or-out” promotion system. Other authorities exist, and the Services are current y 
them, to incentivize voluntary separations and voluntary or mandatory early retirements. 

The Services routinely tighten retention and reenlistment incentives and other restrictions 
or other considerations create a need for additional separations and retirements. And when ne 
Congress has provided additional special drawdown authorities. 

But the practical reality is that precisely planned force management initiatives are regularly 
in the wake of world events which force dramatic reversals of those planned actions. Plans^ vvant 
envision delaying retirement eligibility until age 57 or 60 belie the reality that the Services aoTi 
the vast majority of members to stay in uniform that long. 

Service desires for unlimited flexibility to shape the force may be appropriate for managemerit of 
hardware and other non-sentient resources. Ftowever, the Services are dependent upon attrac & 
retaining smart people who understand all too well when their leaders put no limits on the sa<^ 
maybe demanded of them, but also wish to reserve the right to kick them out at will.... even ^ 
building a system that assumes they will be willing to serve under these conditions until age 

Servicemembers from whom we demand so much deserve some stability of career expectations in 
return. 

We believe that “civilianizing” the military benefit package would dramatically undermine tine 
military career retention incentive and would be disastrous for retention and readiness, as thoy i 
the incentives to leave and reduce the incentives for career service. 
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Moreover, we believe it is irresponsible to focus on budget and “civilian equity” concerns while 
ignoring the primary purpose of the retirement system - to ensure a strong and top-quality career force 
in spite of arduous service conditions that no civilians experience and few are willing to accept. 

The Coalition is particularly concerned that the Administration’s budget submission calls for a BRAC- 
like legislative strategy under which Congress would have to give a retirement study commission’s 
recommendations an “up or down” vote with only limited debate and no opportunity for amendments. 

The Coalition is not opposed to a review of retirement pay, but we adamantly oppose a BRAC-Iike 
consideration process that would subvert thorough review, consideration, and determinations of 
propriety by the Armed Services Committees. 

The military retirement program that has proven to be so critical to sustaining long-term retention and 
readiness, must not be subject to a short-circuited legislative process that denies due diligence and leaves 
this crucial program subject to the whims of a small group tasked to meet a political deadline. 

The Coalition urges the Subcommittee to: 

• Oppose initiatives that would ^^civilianize** the military retirement system, ignore the lessons of the 
ill-fated REDUX initiative, and inadequately recognize the unique and extraordinary demands 
and sacrifices inherent in a military career. 

• Oppose a BRAC-like legislative process for military retirement reform that would short-circuit the 
opportunity for thorough Armed Services Committee deliberation. 

Currently Serving Issues 

Compensation - The Coalition is pleased that the Administration’s budget plan envisions proposes 
military pay raises for 2013 and 2014 that reflect the growth in private sector pay, as measured by the 
Bureau of Labor Statistics’ Employment Cost Index (ECI). 

But we are very concerned that the proposal includes plans to break the tie to civilian pay growth by 
limiting military raises to .5%, 1%, and 1.5% for 2015, 2016, and 2017, respectively. 

History has shown that capping military raises is an exceptionally slippery slope that has never ended 
well. 

In the 1970s, a succession of annual pay raise caps contributed to serious retention problems that had to 
be addressed by two large “catch-up” raises in 1981 and 1982. But that lesson was quickly forgotten. 

Throughout the 1980s and ‘90s, budget problems led to regular capping of military pay raises below 
private sector pay growth, eventually accumulating a “pay comparability gap” which peaked at 13.5% in 
1998-99, and again contributed significantly to serious retention problems. 

Congress has made great strides to restore military pay comparability over the intervening 12 years, 
including a statutory change that explicitly ties military pay raises to ECI growth. 
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Now that significant progress has been made and the “erosion of pay and benefits retention related 
problems have abated, there have been renewed calls to out back on military raises, create a new 
comparability standard or substitute more bonuses for pay raises in the interests of deficit reduction. 

The Coalition believes such proposals are exceptionally short-sighted in view of the extensive negative 
experience with military pay raise caps. 

The Coalition is concerned that many in the Administration and some members of Congress are unaware 
of the history of past compensation changes and their unforeseen outcomes. Moreover, some view these 
vital programs simply as a source of savings without regard to the impact they may have on long term 
readiness in the All-Volunteer Force. 

History indicates that, once military pay raise caps start, they tend to continue until they cause retention 
problems that then have to be addressed through significant pay raise plus-ups. 

This is a significant irony, in that the whole purpose of sustaining pay comparability through good times 
and bad is to prevent retention and readiness problems from occurring, rather than going through an 
endless cycle of causing problems and then repairing them. 

Additionally, the Pentagon has been advocating a new comparability standard under which each pay and 
longevity cell would represent the 70th percentile of compensation for similarly-educated civilians. 

A 2010 Congressional Budget Office report asserted that, considering adjustments in housing 
allowances, many military people actually are paid somewhat more than their civilian counterparts in 
terms of Regular Military Compensation (RMC), composed of basic pay, food and housing allowances, 
and the tax advantage that accrues because the allowances are tax-free. 

The Coalition believes such assertions are fundamentally flawed for three distinct reasons. 

First, the RMC concept was developed in the 1960s, when all servicemembers received the same 
allowances, regardless of location, and the allowances were arbitrarily established. Congress has since 
transformed the allowances into reimbursements for actual food costs and median locality-based housing 
costs. Under the RMC comparability concept, a year in which taxes increase and average housing 
allowances rise (e.g., based on growth in high-cost areas) would yield a perverse requirement to cut 
basic pay to restore comparability. 

Second, the Coalition is not convinced that the civilian comparison cohort or percentile comparison 
points as proposed by DoD are appropriate given that the military: 

. Recruits from the top half of the civilian aptitude population; 

• Finds that only about 25% of America’s youth qualify for entry; 

• Requires career-long education and training advancement; and 

. Enforces a competitive “up-or-out” promotion system to ensure progressive quality enhancements 
among those with longer service. 
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Third, the Coalition believes it is essential to recognize that compensation is not simply the amount one 
is paid. It is pay divided by what’s required of the recipient to earn that pay. If we increase pay 25% 
but require 100% more sacrifice to earn it, that’s not a pay raise. 

In that context, today’s conditions of service are far more arduous than anything envisioned 40 years ago 
by the creators of the All-Volunteer Force, who believed a protracted war would require reinstitution of 
the draft. 

Moreover, a fundamental requirement for any pay comparability standard is that it should be transparent 
and understandable by all. The Coalition has sought, but has never been provided by DoD, any data on 
what civilian comparison cohort was selected and why, and what rationale was used to establish a 
specific percentile comparison point. 

The Coalition agrees with the approach the Congress has consistently taken - that the best comparability 
measure is a comparison of the military basic pay raise percentage with the percentage growth private 
sector pay, as measured by the Bureau of Labor Statistics' Employment Cost Index (ECI). The 
government uses the ECI for every other measure of private pay growth, and it’s transparent to 
government leaders and servicemembers alike. 

The Coalition urges the Subcommittee to sustain fuUy-comparable annual military pay raises based 
on the Employment Cost Index as specified in current law. 

Wounded, III, and Injured Servicemeraber Compensation - As the Pentagon enters the 1 1* year of 
war, the seamless transition between DoD and the Department of Veterans Affairs (VA) continues to be 
problematic in many cases for our wounded, ill, injured troops; disabled veterans; and their family 
caregivers. 

TMC acknowledges the significant progress that has been made in caring for our nation’s heroes and 
thanks the Subcommittee for its leadership and oversight on these pressing issues, particularly in the last 
five years since the Walter Reed scandal that brought to light the flaws and inadequacies of both DoD 
and VA health care and benefits systems. 

But complex challenges remain in overseeing and validating massive policy and program changes 
among the military services; the DoD; the VA; several Centers of Excellence; a multitude of civilian 
contractors and non-govemmental agencies; and at least six congressional oversight committees. 

There still exists a need to further streamline the Integrated Disability Evaluation System (IDES) and to 
improve the operational efficiency, effectiveness, consistency, and timeliness of the medical retirement 
process and DoD-VA coordination in the evaluation of disabilities. We also urge a greater alignment 
and correlation of federal programs such as TRICARE, Medicare, and Social Security Disability 
Insurance (SSDI) to ensure that severely wounded warriors who do not enroll in Medicare Part B do not 
lose TRICARE coverage. 
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The Coalition looks forward to continued work with the Subcommittee to address the remaining issues 
and fully establish systems of seamless care and benefits that support our transitioning wounded 
warriors and family members. 

The Coalition urges the Subcommittee to: 

. Ensure any restructure of the DoD and VA disabdity and compensation systems does not 
inadvertently reduce compensation levels for disabled servicemembers. 

• Oppose distinguishing between disabilities incurred in combat versus non-combat when 
determining benefits eligibility for retirement. 

• Support extending eligibility for residence in on-base facilities for up to one year to medically 
retired, severely wounded servicemembers and their families. 

DoD Resale Operations - The Military Coalition strongly believes military commissary, exchange and 
Morale Welfare and Recreation (MWR) programs contribute significantly to a strong national defense 
by sustaining morale and quality of life for military beneficiaries both within the United States and 
around the globe. 

The Coalition is very concerned about initiatives to curtail appropriated fund support for these activities. 

Repeated studies have shown that military commissaries provide $2 in compensation value to 
beneficiaries for each $1 of appropriated funding. That constitutes a very significant retention “bang for 
the buck.” 

Initiatives to civilianize commissaries or consolidate commissaries and exchanges to achieve budget 
savings would come only at the expense of devaluing their compensation and retention importance value 
for military patrons. 

In order to be the best steward of our funds, we recommend that Congress direct the Pentagon to provide 
a report on all DoD and Service MWR Category A, B, and C Programs and Family Support/Readiness 
(Quality of Life [QoL] Programs). The report should include: 

. A current listing of individual program funding levels by category, actual program expenditures vs. 
program requirement; 

• An assessment of the effectiveness of each program including program standards and metrics; and 

• A list of recommended changes to policy, including revisions in the current category program 
listings to more accurately support current war-time mission requirements and meet the needs of the 
21st Century all-volunteer force. 

The Coalition urges the Subcommittee to resist initiatives to civilianize or consolidate DoD resale 
systems in ways that would reduce their value to patrons. 

Family Readiness and Support - A fully funded, robust family readiness program continues to be 
crucial to overall readiness of our military, especially with the demands of frequent and extended 
deployments. 

Resource issues continue to plague basic installation support programs. At a time when faimlies are 
dealing with continuing deployments, they often are being asked to do without in other important areas. 
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The Coalition urges the Subcommittee to continue to press the Defense Department to exercise its 
authority to establish flexible spending accounts (FSAs) for servicemembers so they can participate in 
the same pre-tax program available to all other federal employees for their out-of-pocket health and 
dependent care expenses. 

Quality education is a top priority for military families. Servicemembers are assigned all across the 
United States and the world. Providing appropriate and timely funding of Impact Aid through the 
Department of Education with supplemental funding for highly impacted schools in the annual Defense 
Authorization Bill is critical to ensuring quality education military children deserve, regardless of where 
they live. 

The Coalition urges the Subcommittee to: 

• Continue much-needed supplemental funding authority to schools impacted by large populations 
of military students. 

• Direct DoD to report on MWR category programs, 

• Fully fund effective programs. 

• Ensure all National Guard and Reserve Yellow Ribbon Programs meet a standard level of family 
support within each State. 

• Continue support for child care needs of the highly deployable, operational total force community. 

• Encourage greater military spouse and surviving spouse educational and career opportunities, 
and ensure existing programs are accessible and effective. 

• Continue pressing the Defense Department to implement flexible spending accounts to enable 
military families to pay health care and child care expenses with pre-tax dollars. 

Base Realignment and Closure (BRAC) Rounds - The Administration’s budget calls for two 
additional rounds of BRAC in order to gamer savings. The Coalition is very concerned that these 
decisions are driven solely to save money. 

Since the implementation of the 2005 BRAC, every GAO report has highlighted significant concerns 
about the process citing “concerns with DoD underreporting BRAC costs/savings and using non-BRAC 
accounts to fund requirements.” In fact, the long term impact of the 2005 BRAC has yet to be seen, as 
the deadline ended less than six months ago. 

Therefore, the Coalition urges the subcommittee to proceed cautiously with additional BRAC rounds 
and verify DoD has accounted for all the implementing costs of their proposals. 

National Guard and Reserve Forces 


Since Sept. 11, 2001, more than 842,000 Guard and Reserve servicemembers have been called up, 
including over 300,000 who have served multiple tours. There is no precedent in American history for 
this sustained reliance on citizen-soldiers and their families. To their credit, Guard and Reserve combat 
veterans continue to reenlist, but the ongoing pace of routine, recurring activations and deployments 
cannot be sustained indefinitely. 
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Guard and Reserve members and families face unique challenges in their readjustment following active 
duty service. Unlike active duty personnel, many Guard and Reserve members return to employers who 
question their contributions in the civilian workplace, especially as multiple deployments have become 
the norm. Many Guard-Reserve troops return with varying degrees of combat-related injuries and stress 
disorders, and encounter additional difficulties after they return that can cost them their jobs, careers and 
families. 

Despite the continuing efforts of the Services and Congress, most Guard and Reserve families do not 
have access to the same level of counseling and support that active duty members have. In short, the 
Reserve components face increasing challenges virtually across the board, including major equipment 
shortages, end-strength requirements, wounded-warrior health care, and pre- and post-deployment 
assistance and counseling. 

Operational Reserve Retention and Retirement Reform - Congress took the first step in modernizing 
the reserve compensation system with enactment of early retirement eligibility for certain reservists 
activated for at least 90 continuous days served since January 28, 2008. 

Congress authorized a historic expansion of operational reserve policy in the 2012 NDAA, Now up to 
60,000 reservists may be called up for up to one year to perform non-emergency missions that are pre- 
planned and budgeted by the Services. 

The Coalition believes this change only further underscores the need to ensure Guard and Reserve 
members’ compensation keeps pace with the increased service expectations being imposed on them. 

The greater the demands placed on them, the greater the need to enhance inducements that are essential 
to sustain the operational reserve force over the long term. 

Repeated, extended activations make it more difficult to sustain a full civilian career and impede 
Reservists' ability to build a full civilian retirement, 401(k), etc. Regardless of statutory protections, 
periodic long-term absences from the civilian workplace can only limit Guard/Reserve members' upward 
mobility, employability and financial security. Further, strengthening the reserve retirement system will 
serve as an incentive to retaining critical mid-career officers and NCOs for continued service and 
thereby enhance readiness. 

As a minimum, the next step in modernizing the reserve retirement system is to eliminate the inequity 
inherent in the current fiscal year retirement calculation, which only credits 90 days of active service for 
early retirement purposes if it occurs within the same fiscal year. The current rule significantly 
penalizes members who deploy in July or August vs. those deploying earlier in the fiscal year to provide 
equal retirement-age-reduction credit for all activated service rendered since Sept. 11, 2001. 

The current law that credits only active service since January 28, 2008 disenfranchises and devalues the 
service of hundreds of thousands of Guard/Reserve members who served combat tours (multiple tours, 
in thousands of cases) between 2001 and 2008. 

Operational Reservists contributions to national security is demeaned by crediting a 90-day tour served 
from January through March, but only half credit for a 120-day tour served from August through 
November (because the latter covers 60 days in each of two fiscal years). 
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Moreover, the law-change authorizing early reserve retirement credit for qualifying active duty served 
after 28 Jan 2008 severed eligibility for TRICARE coverage until the reservist reaches age 60. 

The Coalition urges the Subcommittee to: ... 

. Eliminate the fiscal year limitation which effectively denies full early retirement credit for active 
duty tours that span the Oct I start date of a fiscal year. 

. Modernize the reserve retirement system to incentivize continued service beyond 20 years and 
provide fair recognition of increased requirements for active duty service. 

. Authorize early retirement credit for all Guard and Reserve members who have served on active 
duty tours of at least 90 days retroactive to September 11, 2001. 

Yellow Ribbon Reintegration Program - Congress has provided increased resources to support the 
transition of warrior-citizens back into the community. But program execution remains spotty from 
state to state and falls short for returning Federal Reserve warriors in widely dispersed regional 
commands. Programs should meet a standard level of family support within each state. Military and 
civilian leaders at all levels must improve the coordination and delivery of services for the entire 
operational reserve force. Many communities are eager to provide support and do it well. But Yellow 
Ribbon efforts in a number of locations amount to little more than PowerPoint slides and little or no 
actual implementation. 

DoD must ensure that state-level best practices - such as those in Maryland, Minnesota and New 
Hampshire - are applied for all operational reserve force members and their farmlies, and that Federal 
Reserve veterans have equal access to services and support available to National Guard veterans. 
Community groups, employers and service organization efforts need to be encouraged and better 
coordinated to supplement unit, component, Service and VA outreach and services. 

The Military Coalition urges Congress to hold oversight hearings and direct additional improvements 
in coordination, collaboration and consistency of Yellow Ribbon services between States. 

Reserve Compensation System - The increasing demands of qualifications, mental skills, physical 
fitness, and training readiness on the Guard and Reserve to perform national security missions at home 
and abroad and increased training requirements indicate that the compensation system needs to be 
improved to attract and retain individuals into the Guard/Reserve. The added responsibility of returning 
to active duty multiple times over the course of a reserve career requires improvements to the 
compensation package and to make it more equitable with the active component. 

The Coalition recommends Congress authorize: 

. Credit for all inactive duty training points earned annually toward reserve retirement. 

• Parity in special incentive pay for career enlisted/officer special aviation incentive pay, diving 
special duty pay, and pro-pay for reserve component medical professionals. 

• Recalculation of retirement points after I year of activation. A recent law change allowed certain 
flag and general officers to recalculate retirement pay after one year of active duty. TMC believes 
this opportunity should be made available to all ranks. 
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Guard/Reserve GI Bill - The Coalition is most grateful to Congress for passage of the Post-9/1 1 GI 
Bill, which incorporates a number of major Coalition goals including benefits that match the cost of 
education, extension of the post-service usage period to 15 years, and cumulative credit for Guard- 
Reserve service on active duty. However, volunteers who join the Selected Reserve were left behind in 
this legislation. 

Benefits for Joining the Selected Reserve were not upgraded or integrated in the Post-9/1 1 GI Bill as 
TMC has long recommended. However, the Budget request proposes to reduce contributions into the 
DoD Educational Benefit Tmst Fund. This could result in future cuts to this program. 

The Coalition recommends the Subcommittee to: 

• Restore basic reserve MGIB benefits for initially joining the Selected Reserve to the historic 
benchmark of 47-50% of active duty benefits. 

• Integrate reserve and active duty MGIB laws in Title 38. 

• Enact academic protections for mobilized Guard and Reserve students, including refund 
guarantees and exemption of Federal student loan payments during activation. 

Guard/Reserve Family Support Programs - We have seen considerable progress in outreach 
programs and services for returning Guard-Reserve warriors and their families. Family support 
programs promote better communication with servicemembers. Specialized support and training for 
geographically separated Guard and Reserve families and volunteers are needed. 

The Coalition urges the Subcommittee to; 

• Ensure programs are in place to meet the special information and support needs of families of 
individual augmentees or those who are geographically dispersed. 

• Fund joint programs among military and community leaders to support servicemembers and 
families during all phases of deployments. 

• Provide preventive counseling services for servicemembers and families. 

• Authorize child care, including respite care, family readiness group meetings and drill time. 

• Improve the joint family readiness program to facilitate understanding and sharing of 
information between all family members. 

Retiree Issues 

Cost-of-Living Adjustments (COLAs) - In recent years, several commissions have proposed adjusting 
the Consumer Price Index (CPI) methodology to the so-called “chained CPI” calculation as a means of 
holding down COLA growth for military and federal civilian retired pay, Social Security and all other 
federal annuities over time. 

Proponents of the chained CPI say it more accurately reflects changes in annuitants’ cost of living by 
recognizing that their purchasing behavior changes as prices change. If the price of beef rises, for 
example, consumers may purchase more chicken and less beef. 

The real issue with the chained CPI is whether one is measuring changes in prices or changes in quality 
of life. If one continues the logical progression of the argument, consumers might find themselves 
substituting hot dogs or pasta for chicken, etc. 
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The Bureau of Labor Statistics has estimated that implementation of the chained CPI would depress 
COLAs by about one-quarter of a percentage point per year. 

The DoD actuary estimates that inflation will average 3 percent per year over the long term. 

Using those two estimates, applying chained-CPI COLAs for a servicemember retiring at age 42 would 
yield about 10 percent less in his or her retired pay check at age 80 relative to the current COLA system. 

Additionally, some commissions have proposed delaying any COLAs on military retired pay until age 
60 or later, barring COLAs on annuity levels above some set dollar amount, or reducing the CPI by one- 
half percent or a full percentage point per year. 

The Coalition believes such initiatives would constitute a breach of faith with military people and 
constitute a dispropoitional penalty. 

COLAs are particularly important to military retirees, disabled retirees, and survivors because they start 
drawing their annuities at younger ages than most other COLA-eligibles and thus experience the 
compounding effects over a greater number of years. To the extent that COLAs fail to keep up with 
living costs, real purchasing power continues to decline ever more dramatically as long as one lives. 

The Coalition urges the Subcommittee to ensure continued fulfillment of congressional COLA intent, 
as expressed in House National Security (HNSQ Committee Print of Title 37, USC: "to provide every 
miHlary retired member the same purchasing power of the retired pay to which he was entitled at the 
time of retirement [and ensure it is] not, at any time m the future-eroded by subsequent increases in 
consumer prices. " 

Concurrent Receipt - In the FY2003 and FY2004 NDAA, Congress acknowledged the inequity of the 
disability offset to earned retired pay and established a process to end or phase out the offset for many 
disabled retirees. The Coalition is extremely grateful for the Subcommittee’s efforts to continue 
progress in easing the adverse effects of the offset. 

We were very optimistic in 2009 and 2010 that another very deserving group of disabled retirees would 
become eligible for concurrent receipt when the White House included a concurrent receipt proposal in 
the Budget Resolution - the first time in history any Administration had ever proposed such a fix. 

The Administration’s proposal would have expanded concurrent receipt eligibility over a five year 
period to all those forced to retire early from Service due to a disability, injury, or illness that was 
service-connected (chapter 61 retirees). 

The Coalition is dismayed that, despite the Subcommittee’s leadership efforts and White House support, 
the provision has not yet been enacted - an extremely disappointing outcome for a most deserving group 
of disabled retirees. 
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We recognize only too well the challenges associated with adding new mandatory spending provisions 
in this difficult budget environment. But making at least some progress to address this grievous inequity 
{e.g., covering all 100-percent disabled retirees with less than 20 years of service) is an important goal. 

Additionally, the Coalition is concerned that an inadvertent problem persists in the statutory Combat- 
Related Special Compensation (CRSC) computation formula causes many seriously disabled and clearly 
eligible members to receive little or nothing in the way of CRSC. The Defense Department has 
acknowledged the problem in discussions with the Subcommittee staff, and the Coalition urges the 
Subcommittee to correct this technical problem. 

The Coalition believes strongly in the principle that career military members earn their retired pay by 
service alone, and that those unfortunate enough to suffer a service-caused disability in the process 
should have any VA disability compensation from the VA added to, not subtracted from, their service- 
earned military retired pay and this remains a key goal in 2012. 

The Coalition urges the Subcommittee to continue to seek options to: 

• Expand Concurrent Retirement and Disability Payments (CROP) to disabled retirees not eligible 
under the current statute, to include vesting of earned retirement credit for Chapter 61 retirees 
with less than 20 years of service. 

. Resolve the so-called Combat Related Special Compensation (CRSC) "glitch” that causes combat- 
disabled members’ compensation to decline when their VA disability rating is increased; or as an 
interim step. 

• Pursue legislation specifying that a disabled retiree’s CRSC disability compensation cannot be 
reduced when his or her VA disability rating increases until the retiree is afforded the opportunity 
to elect between CRSC and CROP. 

Fair Treatment for Servicemembers Affected by Force Reductions - Over the next five years, over 
100,000 additional servicemembers will transition from wearing a uniform into the private sector as part 
of the force drawdown. 

Even though the President’s budget includes additional funding for transition assistance for the 
Department of Labor, the Coalition remains concern over the adequacy of funding for DoD and the 
services based on what will be an ever increasing demand on transition services. 

In addition, throughout the 1990s the services had several drawdown tools at their disposal to incentivize 
members to voluntarily leave the service: Voluntary Separation Incentive (VSI), Special Separation 
Benefit (SSB), and Temporary Early Retirement Authority (TERA). Voluntary Separation Pay (VSP) 
still exists and a recently reauthorized TERA will greatly aid the Services over the next five years. 

During any force reduction, servicemembers who intend to make the service a career are forced out. We 
believe the Nation should recognize their service and provide a "transportable" benefit for those that 
have their careers curtailed involuntarily short of 20 years. 

The Coalition emphasizes that this limited “vesting” initiative should be applied only during periods of 
significant force reductions and funding for it should not come at the expense of those who serve 20 
years or more. 
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Authorizing separated servicemembers the ability to contribute part or all of their involuntary or 
voluntary separation pay into their Thrift Savings Plan (TSP) account would appropriately recognize 
their past service and provide a level of "transportable” career benefit under these difficult times. 

The Coalition recommends enacting temporary legislation that would allow members separated 
during periods of significant force reductions to deposit part or all of their involuntary separation pay 
or VSP into their TSP account. 

Survivor Issues 


The Coalition is grateful to the Subcommittee for its significant efforts in recent years to improve the 
Survivor Benefit Plan (SBP), especially its major achievement in eliminating the significant benefit 
reduction previously experienced by SBP survivors upon attaining age 62. 

SBP-DIC Offset - The Coalition believes strongly that current law is unfair in reducing military SBP 
annuities by the amount of any survivor benefits payable from the DIC program. 

If the surviving spouse of a retiree who dies of a service-connected cause is entitled to DIC from the 
Department of Veterans Affairs and if the retiree was also enrolled in SBP, the surviving spouse’s SBP 
annuity is reduced by the amount of DIC. A pro-rata share of the SBP premiums is refunded to the 
widow upon the member’s death in a lump sum, but with no interest. This offset also affects all 
survivors of members who are killed on active duty. 

The Coalition believes SBP and DIC payments are paid for different reasons. SBP is insurance 
purchased by the retiree and is intended to provide a portion of retired pay to the survivor. DIC is a 
special indemnity compensation paid to the survivor when a member’s service causes his or her 
premature death. In such cases, the VA indemnity compensation should be added to the SBP annuity 
the retiree paid for, not substituted for it. 

It should be noted as a matter of equity that surviving spouses of federal civilian retirees who are 
disabled veterans and die of military-service-connected causes can receive DIC without losing any of 
their federal civilian SBP benefits. 

The reality is that, in every SBP-DIC case, active duty or retired, the true premium extracted by the 
service from both the member and the survivor was the ultimate one - the very life of the member. This 
reality was underscored by the August 2009 Federal Coun of Appeals ruling in Sharp v. U.S. which 
found, “After all, the servicemember paid for both benefits: SBP with premiums; DIC with his life.” 

The Veterans Disability Benefits Commission (VDBC) was tasked to review the SBP-DIC issue, among 
other DoDA^A benefit topics. The VDBC’s final report to Congress agreed with the Coalition in finding 
that the offset is inappropriate and should be eliminated. 

In 2005 then-Speaker Pelosi and other House leaders made repeal of the SBP-DIC offset a centerpiece 
of their GI Bill of Rights for the 21®' Century, Leadership has made great progress in delivering on other 
elements of that plan, but the only progress to date on the SBP-DIC offset has been the enactment a 
small monthly Special Survivor Indemnity Allowance (SSIA). 
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The Coalition recognizes that the Subcommittee’s initiative in the FY2008 defense bill to establish the 
Special Survivor Indemnity Allowance (SSIA) was intended as a first, admittedly very modest, step in a 
longer-term effort to phase out the Dependency and Indemnity Compensation (DIC) offset to SBP. 

We’re very grateful for the Subcommittee’s subsequent efforts to increase SSIA amounts as additional 
steps toward the goal of eliminating the offset. 

While fully acknowledging the Subcommittee’s good-faith efforts to win more substantive progress, the 
Coalition shares the extreme disappointment and sense of abandonment of the SBP-DIC widows who 
are forced to sacrifice up to $1,195 each month and being asked to be satisfied with a $80 monthly 
rebate. 

The Coalition understands the mandatory-spending constraints the Subcommittee has faced in seeking 
redress, but also points out that those constraints have been waived for many, many far more expensive 
initiatives, including the recent extension of civilian unemployment benefits. 

The Coalition believes widows whose sponsors’ deaths were caused by military service should not be 
last in line for redress. 

The Coalition urges the Subcommittee to: 

• Continue its leadership in seeking to eliminate the SBP-DIC offset, 

• Authorize SBP annuities to be placed into a Special Needs Trust for disabled survivors who 
otherwise lose eligibility for Supplemental Security Income (SSI) and Medicaid. 

• Reduce age for paid-up SBP to age 67 to be fairer to those who joined the military at age 17, 18 or 
19. 

• Reinstate SBP annuities to survivors who tranter it to their children when the children reach 
majority, or when a second marriage ends. 

• Exempt SBP-eligible children from being inadvertently penalized by the Alternative Minimum 
Tax (AMT), which treats SBP as unearned income and taxes it at the higher 26% AMT rate. 

Final Retired Pay Check - Under current law, DFAS recoups from military widows’/widowers’ bank 
accounts all retired pay for the month in which a retiree dies. Subsequently, DFAS pays the survivor a 
pro-rated amount for the number of days of that month in which the retiree was alive. This often creates 
hardships for survivors who have already spent that pay on rent, food, etc., and who routinely are 
required to wait several months for DFAS to start paying SBP benefits. 

The Coalition believes this is an extremely insensitive policy imposed by the government at the most 
traumatic time for a deceased member’s next of kin. Unlike his or her active duty counterpart, a 
retiree’s survivor receives no death gratuity. Many older retirees do not have adequate insurance to 
provide even a moderate financial cushion for surviving spouses. 

In contrast to the law governing military retired pay treatment of survivors, the title 38 statute requires 
the VA to make full payment of the final month’s VA disunity compensation to the survivor of a 
disabled veteran. 
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The disparity between DoD and VA policy on this matter is indefensible. Congress should do for 
retirees’ widows the same thing it did ten years ago to protect veterans’ widows, 

TMC urges the Subcommittee to authorize survivors of retired members to retain the final month 's 
retired pay for the month in which the retiree dies. 

Summary 


The Military Coalition again thanks the Subcommittee for your unfailing support of the entire uniformed 
service community and for taking our concerns and priorities into consideration as you deliberate on the 
future of the one weapon system that has never let our Nation down - the men and women who wear 
and have worn the uniform and their families. 
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The National Military Family Association is the leading nonprofit organization committed to strengthening 
and protecting military families. Our over 40 years of accomplishments have made us a trusted resource for 
families and the Nation’s leaders. We have been at the vanguard of promoting an appropriate quality of life 
for active duty, National Guard, Reserve, retired service members, their families and survivors from the 
seven uniformed services: Army, Navy, Air Force, Marine Corps, Coast Guard, and the Commissioned Corps 
of the Public Health Service and the National Oceanic and Atmospheric Administration. 

Association Volunteers in military communities worldwide provide a direct link between military 
families and the Association staff in the Nation’s capital. These volunteers are our “eyes and ears,” bringing 
shared local concerns to national attention. 

The Association does not have or receive federal grants or contracts. 

Our website is: ■www.MiIitaryFamily.org. 
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Chairman Webb, Ranking Member Graham, and Distinguished Members of the Subcommittee, the 
National Military Family Association thanks you for the opportunity to present testimony for the record 
concerning the quality of life of military families - die Nation’s families. After almost 11 years of war, we 
continue to see the impact of repeated deployments and separations on our service members and their 
families. We appreciate your recognition of the service and sacrifice of these families. Your response through 
legislation to the increased and ever-changing need for support has resulted in programs and policies that 
have helped sustain our families through these difficult times. 

We recognize the emphasis the Administration is placing on supporting military families. The work 
of Mrs. Obama and Dr. Biden in raising awareness of the sacrifices military families make has been well- 
received by the Nation and appreciated by our families. The Joining Forces initiative calls the American 
people to action in supporting military service members and their families. It is helping more Americans 
understand how 1 percent of our population in the United States is being called upon to bear 100 percent of 
the burden of defending our Nation, giving up years of family life together, and how they need the support of 
the other 99 percent of Americans to continue carrying that burden. But all Americans must also understand 
that military service members and their families are still serving, in Afghanistan, in contingency operations 
throughout the world, and by maintaining readiness for unknown contingencies in the future. 

We endorse the recommendations contained in the statement submitted by The Military Coalition 
on personnel issues and health care. 

Our Nation’s military is facing challenges after II years of war. As some of the troops come home, 
many will find realigning the work/life balance as a family may not be easy. Military families worry that 
budget cuts will affect the service member and erode the foundation of support they have relied on. Our 
Association believes that the Federal government has an inherent responsibility to provide support for 
military families and to ensure the readiness of tiie service member. 

To address the challenges facing our Nation and its military families this year, our Association 
has identified critical priorities and will address them in the first pages of this statement. We also feel 
we have an obligation, as the only organization that speaks for the families of all components, retirees 
and survivors, to bring to your attention other issues of concern and, in some cases, let you know how 
legislation you have championed in the past has m^e an impact on their lives. We know our statement 
is lengthy. Military families love to share their stories. We want to share their stories with you. 

Family Readiness 

We remain a Nation at war. The readiness of service members and the families that support them 
needs to be at the forefront Families rely on a foundation of support: accessible quality health care, 
responsive behavioral health support, spouse employment options, quality children’s education, 
comprehensive child care, a secure retirement, and unwavering support when wounded, widowed, or 
orphaned. Military families should be able to access some level of this support no matter where they live - in 
the United States or overseas. 

With die change in mission and expected reduction of forces, some families will be forced to make 
unexpected transitions. Some may enter a world filled with uncertainties, especially in the area of 
employment. Those who make the military a career also face uncertainties as they perceive threats to their 
retirement benefits. A review of the military retirement system must be made within the context of the 
entire military compensation package. It should recognize the service of those who don’t or can’t make the 
military a career. 
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Our Nation’s warriors are returning to their families after multiple deployments and frequent 
separations. Our research shows children are especially affected by repeated separations from their mom or 
dad, and by how well their parent/caregiver has handled deployments. We cannot begin to anticipate the 
long-term impact on our families. The ability to achieve and maintain a work/life balance needs to include 
time for reintegration for all families, including those of the wounded, ill, and injured. 

Reintegration Support 

Military families have been living a revolving door existence for the past 11 years. They have 
experienced repeated deployments, each the same with the strains of separation, but unique with the 
dynamic of their family at that moment in time. They have had repeated reunions, honeymoons followed by 
the hard work of rebuilding their family. As they rebuilt, nagging in the back of their mind was the thought 
that soon their family would be doing this again. Family members of single service members can find 
themselves experiencing reintegration with their families long distance. 

The Services have addressed reintegration needs by providing service members with resilience 
training through programs like the Army Comprehensive Soldier Fitness program, presently being adopted 
by the Air Force as well. The establishment of resilience centers on installation serves as a one-stop shop for 
access to counseling, chaplains and other wellness programs. The Army and Air Force are encouraging 
spouses to participate in the online evaluation and training sessions and have master trainers available at 
Family Support Centers. This may prove to be a good tool for the long term. 

Reintegration programs become a key ingredient in the family’s success. Our Association believes we 
need to focus on treating the whole family with programs offering readjustment information, education on 
identifying stress, substance abuse, suicide, and traumatic brain injury, and encouraging them to seek 
assistance when having financial, relationship, legal, and occupational difficulties. We appreciate the 
inclusion in the National Defense Authorization Act Fiscal Year 2010 (NDAA FYIO) for education programs 
targeting pain management and substance abuse for families, especially as the Department of Defense (DoD) 
reports an increase in medication-related deaths and prescription-related substance use. We recommend 
Congress request DoD report on its outreach and the effectiveness of its educational programs in addressing 
this issue. 

Successful reintegration programs will require attention over the long term, as well as a strong 
partnership at all levels between the various mental health arms of DoD, Veterans Affairs (VA), and State 
agencies. DoD and VA need to provide family and individual counseling to address these unique issues. 
Opportunities for the entire family, and for the couple to reconnect and bond must also be provided. Our 
Association has recognized this need and established family retreats under our Operation Purple ® program 
in the National Parks, promoting family reintegration following deployment. 

Expand and support strong and effective reintegration programs for families of all Services and 
Components. 

Recommend Congress request DoD report on its outreach and the effectiveness of its educational 
programs in addressing readjustment information and services. 

National Guard and Reserve 

During the past 11 years of war, our Nation has relied on the services of the National Guard and 
Reserve more than ever before. Our Association appreciates the great strides made by both Congress and the 
Services to help support our Reserve Component families. We believe sustaining effective support programs 
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for our “Citizen Soldiers” and their families is essential at every stage of deployment. We ask Congress to 
provide funding for preventive and follow-up counseling and behavioral health services for mobilized 
Reserve Component members and their families. 

Our Association also appreciates Congress audiorizing travel and transportation for Uniformed 
Services members and up to three designees to attend Yellow Ribbon events. We appreciate the provision 
enhancing the Yellow Ribbon Program by authorizing Service and state-based programs to provide access to 
all service members and their families. We ask you continue funding this quality of life program for Reserve 
Component families. 

Our Association has long recognized the unique challenges our National Guard and Reserve families 
face. They are geographically dispersed, live in rural areas, and have service members deployed as individual 
augmentees. Although family support programs have been strengthened, these programs may not be close 
enough to access. These families need more education on leveraging community resources with available 
military resources. 

Provide Junding for preventive and follow-up counseling and behavioral health servjces^r mobilized 
Reserve Component members and their families. 

Continue funding the Yellow Ribbon program and stress the need for greater coordination of resources 
supporting our Reserve Component families. 

Behavioral Health Care 

Our Nation must help returning service members and their families cope with the aftermath of war. 
DoD, VA, and State agencies must partner in order to address behavioral health issues early in the proce.ss 
and provide transitional mental health programs, especially during transition from active duty to veteran 
status (voluntary or involuntary) and Permanent Change of Station (PCS) moves. Partnering will also capture 
the National Guard and Reserve member population, who often straddle these agencies’ health care systems. 

Full Spectrum of Care 

As the war continues, the call from families who need a full spectrum of behavioral health services— 
from preventative care and stress reduction techniques, to counseling and medical managed behavioral 
health services— is growing louder. The military offers a variety of psychological health services, both 
preventative and treatment, across Services, agencies, and a variety of programs. However, as service 
members and families experience numerous lengthy and dangerous deployments, we believe the need for 
confidential, preventative, and psychological healffi services will continue to rise. More importantly, this 
need will remain high even after military operations scale down. 

Our Association applauds DoD and Senior leadership initiatives in addressing stigma around seeking 
behavioral health services for service members, Guardsmen, and Reserves. However, stigma still exists for 
spouses and their children. At a recent military spouse symposium, several spouses described their concerns 
with seeking treatment. They feared it would negatively impact their service member’s promotion. Two 
spouses stated the Command was called by the counselor after they sought care at their Service’s family 
support center. Spouses frequently tell us they don't know what is out there for help even though there are 
so many available programs. It is hard to find support when military families are having emotional 
difficulties or substance abuse issues because ffiey live so far away from their loved ones who can assist with 
interventions. Stigma about seeking treatment is not openly discussed, but it exists and DoD needs to address 
it. 
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In the research they conducted for us, RAND found military children reported higher anxiety signs 
and symptoms than their civilian counterparts. A recent study by Gorman, et. al (2010), Wartime Military 
Deployment and Increased Pediatric Mental and Behavioral Health Complaints, found an 11 percent increase 
in outpatient mental health and behavioral health visits for children from the ages of 3-8 during 2006-2007. 
Researchers found an 18 percent increase in pediatric behavioral health visits and a 19 percent increase in 
stress disorders when a parent was deployed. Additional research has found an increase in mental health 
services by non-deployed spouses during deployment. A study of TRICARE claims data from 2003-2006 
published last year by the New England Journal of Medicine showed an increase in mental health diagnoses 
among Army spouses, especially for those whose service members had deployed for more than one year. 

Our research also found the mental health of rfie caregiver directly affects the overall well-being of 
the children. Therefore, we need to treat the family as a unit as well as individuals. Communication is key in 
maintaining family unit balance. Our study also found a direct correlation between decreased 
communication and an increase in child and/or caregiver issues during deployment. Research is beginning to 
validate the high level of stress and mental strain our military families are experiencing. The answer is 
making sure our families have access to behavioral health providers. 

Recommend an extended outreach program to service members, veterans, and their families of available 
psychological health resources, such as DoD, VA, and State ^^ncies. 

Encourage DoD to include families in its Psychological Health Support survey and perform a pre and 
post-deployment mental health screenirtg on family members (similar to the PDHA and PDHRA currently 
being done for service members). 

Suicide 

Our Association recognizes the action being taken by the Services and the VA to address the rising 
number of suicides in active duty, National Guard and Reserve members, and veterans. We appreciate the 
Army's suicide report and the DoD Suicide Prevention Task Force report. However, we are concerned that 
military and veteran families were not included when examining suicides. We have no data showing whether 
families are also experiencing a rise in suicides and outpacing their civilian counterparts. Therefore, we 
recommend Congress require a DoD report on the number of family members who committed suicide, made 
a suicide attempt, or reported suicidal thoughts. 

We encourage Congress to direct DoD to include a brief mental health assessment of military 
families each time they visit their primary health care provider. Providers should inquire about whether or 
not the family is experiencing a loved one’s deployment. We also recommend DoD offer a type of pre and 
post-deployment mental health screening on family members (similar to the PDHA and PDHRA currently 
being done for service members). 

Recommend Congress require a DoD report on the number of family members who have committed or 
attempted suicide. 

Downsizing 

While we are aware that the doAvnsizing of the force has already begun, we want to highlight the 
effect on service members and their families whether they leave the service or stay. The editors of the March 
19* editions of the various Military Times newspapers emphasized the toll these 11 years of war have taken 
on families. Quoting from their most recent Military Times Poll, active duty troops who say they are satisfied 
with their marriages, dropped 9 points since 2011 to 85%. The editorial also stated 
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The Marine Corps is shedding 20,000 people and fanning out to more deployment locations in the 
Pacific. The Navy is moving to longer sea tours. Places like the Philippines and Africa loom a new 
deployment destinations. 

To their credit, military leaders are trying to address dwell times between deployments and the need for 

stronger family support programs A shrinking force will be a busier force - and that could prove 

tough on families. 

Our Association agrees. Ft is another reminder that family support programs need to be sustained to 
support readiness. As the Array takes on a more expeditionary role to Europe and Korea, families left behind 
will need to rely on Family Readiness Groups (FRGs) and other support services. While service members will 
not be at war, they will be away from their families. The need for support programs will remain. 

And what of those who are being asked to leave? While DoD and the Services talk about an upgraded 
Transition Assistance Program (TAP), more emphasis should be placed on attendance by the spouse of the 
.separating service member at these sessions. Military .spouses should be encouraged to take advantage of 
programs like the Military Spouse Employment Partnership to help with their employment planning. We 
hope that an appropriate lead time will be given to separating service members to help with planning. We 
also recommend that transitional compensation and health care coverage be made available to help ease the 
cross over to civilian life. 

Provide compensation and transitional health care coverage for service members who are being released 
from service due to downsizing. 

Encourage the Services to make TAPS training more accessible for military spouses. 

TRICARE Cost Saving Strategies In the 2013 Budget 

DoD’s proposed TRICARE changes include a change in enrollment fees for TRICARE Prime for 
under age 65 retirees and the implementation of a first-ever enrollment requirement along with a fee for 
TRICARE Standard/Extra and TRICARE for Life (TFL). DoD also proposed additional changes to pharmacy 
co-pays and limited access to non-formulary retail medications. DoD states it will incur savings through 
better management of health care costs, but also highlights the “savings” it will gain through beneficiary fee 
increases. We believe, however, that the dramatic fee increases proposed for TRICARE Prime and the new 
fees for TRICARE Standard/Extra and TFL are not real “savings” at all, but simply a cost shifting to 
beneficiaries. 

Moreover, as evidenced by last year’s GAO Report ‘"Prohibition on Financial Incentives That May 
Influence Health Insurance Choices for Retirees and Their Dependents under Age 65” (GAO-11-160R, Feb 16, 
2011) and a February 22, 2012 report from the Congressional Budget Office, DoD has no clear indicator of 
what drives beneficiaries away from using their TRICARE benefit and choosing other insurance. When 
faced with increased costs to their employee healthcare and an ineligibility to use TRICARE standard as a 
second payer, both reports infer that many under age 65 retirees migrated to TRICARE Prime, resulting in 
higher costs to DoD. A TRICARE Standard enrollment fee combined with the cost of employer provided care 
or private TRICARE supplemental insurance and no managed care or guaranteed access to care, may drive 
more beneficiaries in this age category to Prime. 

Our Association has always supported a mechanism to provide for modest increases to TRICARE 
Prime enrollment fee for retirees under age 65. TRICARE Prime, the managed care option for military 
beneficiaries, provides guaranteed access, low out of pocket costs, additional coverage, and more continuity 
of care than the basic military health benefit of TRICARE Standard/Extra and TFL. We have never 
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supported an enrollment fee for TRICARE Standard/Extra or TFL because these programs lack the same 
guarantees attached to TRICARE Prime. There is no added benefit to the beneficiary, just an added cost. It 
appears this is strictly a financial decision in order to bring in more revenue. 

We oppose DoD’s is proposed tiered enrollment fees for TRICARE Prime and TFL based on retiree 
income. Civilian health care plans offer a variety of options at different premium levels. However in the 
civilian market, higher premium fees are tied to added benefits or coverage. DoD’s proposal calls for 
TRICARE beneficiaries to pay a higher enrollment fee tied to their retirement income for identical 
TRICARE coverage. Again, it appears DoD’s proposed tiered fees are simply a financial decision. 

We appreciate that DoD did not propose any changes to the TRICARE benefit for active duty 
members, did not include a TRICARE enrollment fee for active duty family members, and ensures FY13 
TRICARE enrollment fee changes will not apply to medically retired service members and survivors of 
active duty service member deaths. 

While we have always supported a mechanism for modest TRICARE Prime increases, we have 
concerns regarding DoD’s selection of a civilian-based index in determining TRICARE enrollment fee 
increases after October 2012. We object to DoD’s proposed use of a civilian index because we believe health 
care experts cannot agree on an accurate index on which to base civilian health care yearly cost increases. 
Our Association has always supported the use of Cost of Living Allowance (COLA) as a yearly index tied to 
TRICARE Prime retiree enrollment fee increases. We believe if DoD thought the rate of $230 for individual 
and $460 for family was appropriate in 1995, then yearly increases tied to COLA would maintain that same 
principle. If DoD had used COLA from the beginning to increase TRICARE Prime enrollment fee for retirees 
and their families, it would have been $339 for individual and $678 for family in 2012, more than DoD’s 
proposed Tier 1 fee. We applaud the Congressional mandate in NDAA FYll to tie TRICARE Prime fees to 
COLA. We believe increases tied to COLA are the most fair to beneficiaries and predictable for DoD. 

Recommend fixture increases to TRICARE Prime enrollment fees for working age retirees be indexed to 
retired pay cost of living adjustments as it is currently required by law. 

Oppose an enrollment fee for TRICARE Standard/Extra for working age retirees and Medicare eligible 
TFL beneficiaries. 

Recommend that Medicare-eligible beneficiaries using the USFHP be allowed to remain in the program. 

Include consideration of health care cost adjustments as part of a larger study of overall military 
compensation. 

Other Cost Savina Proposals 

We ask Congress to establish better oversi^t for DoD’s accountability in becoming more cost- 
efficient. We recommend: 

• Require the Comptroller General to audit MTFs on a random basis until all have been examined for 
their ability to provide quality health care in a cost-effective manner 

• Create a committee, similar in nature to the Medicare Payment Advisory Commission, to provide 
oversight of the DoD Military Health System (MHS) and make annual recommendations to 
Congress. The Task Force on the Future of Military Health Care often stated it was unable to address 
certain issues not within their charter or within the timeframe in which they were commissioned to 
examine the issues. This Commission would have the time to examine every issue in an unbiased 
manner. 
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• Reform the Governance Structure of MHS. The Defense Health Board in 2006 and 2009 and the 
U.S. House Armed Service Committee’s NDAA FYll and FY12 proposed the establishment of a 
Unified “Joint” Medical Command, which our Association has supported as well. 

Our Association believes right-sizing to optimize MTF capabilities through innovative staffing 
methods: adopting coordination of care models, such as medical home; timely replacement of medical 
facilities utilizing “world class” and “unified construction standards;” and increased funding allocations 
would allow more beneficiaries to be cared for in the MTFs. This would be a win-win situation because it 
increases MTF capabilities, which DoD asserts is the most cost effective. It also allows more families, who 
state they want to receive care within the MTF, the opportunity to do so. We support the Task Force on the 
Future of Military Health Care recommendations to make the DoD MHS more cost-efficient They conclude 
the MHS must be appropriately sized, resourced, stabilized, and make changes in its business and health care 
practices. We encourage Congress to include the recommendations of the Task Force in the year NDAA 
FY13. These include: 

• Restructure TMA to place greater emphasis on its acquisition role 

• Examine and implement strategies to ensure compliance with the principles of value-driven health 
care 

• Incorporate health information technology systems and implement transparency of quality 
measures and pricing information throughout the MHS (This is also a civilian health care 
requirement in the recently passed Patient Protection and Affordable Care Act.) 

• Reassess requirements for purchased care contracts to determine whether more cost effective 
strategies can be implemented 

We support TMA’s movement toward a medical home model of patient and family-centered care 
within the direct and purchase care systems. An integrated health care model, where beneficiaries will be 
seen by the same health care team focused on well-being and prevention, is a well-known cost saver for 
health care expenditures. Our concern is with the individual Services’ interpretation of the medical home 
model and its ability to truly function as designed. Our MTFs are still undergoing frequent provider 
deployments; therefore, the model must be staffed well enoug^i to absorb unexpected deployments to 
theater, normal staff rotation, and still maintain continuity of providers within the medical home. 

We support DoD’s interest to reform the governance structure of MHS. The establishment of a 
Defense Health Agency and its ability to provide efficiencies is still being evaluated by the Government 
Accountability Office. However, we have some concerns with the governance reform chosen by DoD. We 
believe it has not gone far enough to include all of the needed changes to capture maximum efficiencies 
across the MHS. We look forward to discussing potential options with Members of Congress. 

Military Compensation 

In their recent testimony before the House Appropriations Committee’s Military Construction, 
Veterans Affairs and Related Agencies Subcommittee, the Senior Enlisted Advisors of all Services spoke of a 
recent phenomenon they had all experienced. The Defense Business Board’s presentation on Modernizing 
the Military Retirement System had prompted concerns among all levels of the enlisted and non- 
commissioned officer ranks. What they heard was “what’s going on with my retirement?” They heard it 
everywhere they traveled. The Senior Enlisted Advisors passed that concern on to the members of the 
Subcommittee, stressing that the force did not need the added distraction in the field about whether the 
retirement system would be there for them after 11 years of war. 
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The Defense Business Board, which advises tfie Secretary of Defense, recommends eliminaring the 
current retirement system that awards half of base pay for life to a service member who retires after 20 years 
of active service. Instead, the Board recommends a new defined-contribution plan for currently-serving and 
future service members, which would require service member and DoD contributions to the Federal Thrift 
Savings Plan (TSP). DoD contributions per service member could vary, with the prospect of larger 
contributions for personnel in risky assignments, on hardship tours, or in critical specialties. Under the 
Board’s proposal, service members would be vested in the plan after 3 to 5 years and could take their TSP 
savings with them when leaving the military. But they would not be able to receive payouts from the TSP 
until age 60 or 65. Current retirees would not be affected by this proposal. 

In an environment of defense budget cuts, military families wonder how soon this plan might be 
implemented and how they might be affected given their service member’s time in the military. Among the 
most worried are the currently-serving members who’ve built their retirement planning on expectations 
about the existing system. We’ve heard several references to “promises broken” from members of the 
military community. 

This reaction underlines the need for a broad review of the military retirement system. Our 
Association believes retirement is only one part of what must be a complex and comprehensive review of the 
military compensation system. That system and the benefits it provides must reflect the demands of service 
on service members and their families and enable DoD to recruit and retain the highly-skilled, dedicated 
people it needs to fight our Nation’s wars and protect our security. We appreciate the Defense Business 
Board’s recognition that most service members do not stay long enough to retire. Service members who have 
served five, ten, or IS years should be able to leave service with some kind of start on their retirement 
savings, especially in times like the past 11 years of war with repeated deployments. With the plans to 
downsize, personnel who may want to stay to retirement may not be able to do so. Having a flexible 
compensation system that includes the option to provide retirement savings to people forced out because of 
periodic force strength reductions may provide a welcome retirement nest egg to these former service 
members and their families who must start over in another job. 

This review will be complex. We disagree with the proposed BRAC-like legislative process proposed 
by the Administration. This would not allow the opportunity for thorough consideration by the Armed 
Services Committees. 

Call for a comprehensive review of the military compensation system, including health care benefits. 


Family Readiness and Support 

Family Support 

During deployments and often between deployments, military spouses have come to rely on the 
support from Family Support Centers. They’ve come to understand and make better use of benefits when 
they attend family support programs. In talking with the Services, we have heard of cuts in child care for 
volunteers, reduced curriculum materials for marriage enrichment programs, and significant reductions to 
chapel program budgets. We hear of other ways that family programs are being short-changed. Installation 
commanders may try to make up for budget shortfalls, either because of the Continuing Budget Resolutions 
of last year or in anticipation of cuts for FYI3. Staff members have been cut from family service centers, 
causing reduction in services. Family members who have been trained and participate in family support 
programs have better experiences with deployment and have fewer problems. DoD and the Services talk of 
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eliminating the programs that are redundant and keeping the ones that work. Without a staff to run them, 
how will families access any of them? 

Cuts to installation budgets affect the quality of life of service members and families in other ways. 
We are hearing from families and program staff that some families who have been waiting on housing lists 
for months must now pay for their own moving expenses when their turn finally comes up. This type of 
move had previously been provided through installation funds. Living an hour away from the installation, 
with added expenses for a short while, seemed a good trade-off for the opportunity to live in installation 
housing for the majority of their tour. The cost of moving may make it prohibitive to make the move to the 
installation. Will those families fall behind financially? 

Installation commanders need to make the difficult choice of reducing hours or closing valued 
services such as libraries and gyms. These are services that consistently show up as highly valued by service 
members and their families. 

Senior leadership recognizes family support is extremely important but continually reminds families 
of the need to “tighten our belts”. Families do not feel valued when their programs are cut. We know it will 
take time to fine tune the right mix of programs and the expectations of the families. We ask for funding to 
sustain effective family support programs critical to family readiness. 

Fund family support programs to address the changing needs of military families. 

Child Care 

Our Association appreciates the efforts of Congress and the Department of Defense (DoD) to ensure 
that military families have access to high quality child care. Child care concerns used to be the number one 
complaint we heard from families. This is no longer true. Our military families enjoy a plethora of choices 
including drop-in and 24-hour care, and choose between care in Child Development Centers or in Family 
Care homes. We also have several services available to help us find child care in our local communities 
through the National Association of Child Care Resource and Referral Agencies (NACCRRA) and SitterCity. 
The Department of Defense (DoD) and the Services continue to take innovative steps to address concerns as 
they arise. 

The Department of Defense is running a pilot initiative in thirteen states aimed at improving the 
quality of child care within communities. This investment translates into increased child care capacity for 
military families living in geographically dispersed areas. DoD is contracting with SitterCity.com to help 
military families find caregivers and military subsidized child care providers. The military Services and 
NACCRRA continue to partner to provide subsidized child care to families who cannot access installation 
based child development centers. 

In February, the GAO released the report required by the National Defense Authorization Act 
(NDAA) Fiscal Year 2010 (FYIO) on financial assistance provided for child care costs across the Services and 
Components to support the families of service members deployed in support of a contingency operation. The 
report details the steps DoD and the Services are taking to address family concerns with regards to 
accessibility and quality. 

The Mental Health Needs of Military Children 

Our Association is concerned about the impact of deployment and/or the injury of the service 
member is having on our most vulnerable population, children of our military service members and veterans. 
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Our study on the impact of the war on caregivers and children found deployments are creating layers of 
stressors, which families are experiencing at different stages. Teens especially carry a burden of care they are 
reluctant to share with the non-deployed parent in order to not “rock the boat.” They are often encumbered 
by the feeling of trying to keep the family going, along with anger over changes in their schedules, increased 
responsibility, and fear for their deployed parent Children of the National Guard and Reserve members face 
unique challenges since most do not live near a military installation. Our research finds they have more 
difficulty with deployments and reintegration than their active duty counterpart. 

Our study respondents stated their communities did not understand what it was like to be military, 
and youth reported feeling misunderstood by people in their schools. We hear that school systems are 
generally unaware of this change in focus within these family units and are ill prepared to spot potential 
problems caused by these deployments or when an injury occurs. The National Guard and Reserve must 
partner with their deployed families’ schools and educate them about available services and programs. 

We appreciate the inclusion of a study on the mental health needs of military children in the NDAA 
FYIO. However, we are still waiting for the study’s findings. 

Prompt DoD to release the study on the mental health needs of military children called for in NDAA 
FYIO. 

Education of Military Children 

We strongly urge Congress to ensure appropriate and timely funding of Impact Aid through the 
Department of Education. We also ask that you allow school districts experiencing high levels of growth, to 
apply for Impact Aid funds using current student enrollment numbers rather than the previous year. In 
addition, we thank Congress for authorizing and funding DoD Impact Aid annually. We ask you to authorize 
$50 million for schools educating large numbers of military connected students. These funds help local 
school districts to meet the education needs of our military children in an era of declining state budgets. Our 
Association has long believed that both Impact Aid programs are critical to ensuring school districts can 
provide quality education for our military children. 

Our Association wishes to thank Congress for providing additional funding to civilian school 
districts educating military children through DoDEA’s Educational Partnership Grant Program. We are very 
pleased the National Defense Authorization Act for Fiscal Year 2012 provided a three-year extension to the 
DoD authority that was set to expire in 2013. Since 2008, DoDEA has awarded 146 grants, totaling $167 
million to school districts, for more than 900 schools. We believe DoDEA’s expanded authority to provide 
grant assistance to local education agencies is an important step in strengthening education for all of the 1.2 
million school-aged children. 

We also thank Congress for appropriating additional funding to construct, renovate, repair, or 
expand elementary and secondary public schools on military installations. We appreciate that schools with 
the most serious capacity or facility condition deficiencies will be given priority consideration. 

Ensure appropriate and timely finding of Impact Aid through the Department of Education. 

Allow school districts experiencing high growth to apply for Impact Aid finds using current student 
enrollment numbers. 

Authorize and appropriate $50 million in DoD Impact Aid finding for schools educating large numbers of 
military connected students. 
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Support for Special Needs Families 

The Office of Community Support for Military Families with Special Needs (OSN) was created in 
the NDAA FYIO to enhance and improve DoD support around the world for military families with special 
needs, whether medical or educational. Last year our Association expressed concern that the needs of our 
special needs families were not being addressed in a holistic manner. Our Association is pleased OSN is now 
regularly meeting with the Department of Defense Office of Health Affairs to address the medical resources 
our special needs families require. We are also pleased the OSN has twice convened the Advisory Panel on 
Community Support for Military Families with Special Needs created in the NDAA FY 11 to get input from 
families on the medical, educational, relocation, and family support resources our special needs families 
require. Progress has been made, but our Association still has some concerns. 

Case management for military beneficiaries with special needs is not consistent across the Services 
or the TRICARE Regions because the coordination of care for the military family is being done by a non- 
synergistic health care system. Beneficiaries try to obtain an appointment and then find themselves getting 
partial health care within the MTF, while other healdi care is referred out into the purchased care network. 
Thus, military families end up managing their own care. Incongruence in the case management process 
becomes more apparent when military family members transfer from one TRICARE Region to another and 
when transferring within the same TRICARE Region. This incongruence is further exacerbated when a 
special needs family member requires not only medical intervention, but non-medical care as well. 

Each TRICARE Managed Care Support Contractor (MCSC) has created different case management 
processes. Families need a seamless transition and a warm hand-off between and within TRICARE Regions 
and a universal case management process across the MHS. TRJCARE leaders must work closely with their 
family support counterparts through the Office of Community Support for Military Families with Special 
Needs to develop a coordinated case management system that takes into account other military and 
community resources, as well as health care. 

We applaud the attention Congress and DoD have given to our special needs family members in the 
past three years and their desire to create robust health care, educational, and family support services for 
special needs family members. But, these robust services do not follow them when they retire. We encourage 
the Services to allow these military families the opportunity to have their final duty station be in an area of 
their choice, preferably in the same state in which they plan to live after the service member retires, to 
enable them to begin the process of becoming eligible for state and local services while still on active duty. 
We also suggest the Extended Care Health Option (ECHO) be extended for one year after retirement for 
those family members already enrolled in ECHO prior to retirement. More importantly, our Association 
recommends if the ECHO program is extended, it must be for all who are eligible for the program because 
we should not create a different benefit simply based on medical diagnosis. 

The Office of Community Support is studying Medicaid availability for special needs military family 
members. Our Association is anxiously awaiting this study’s findings. We will be especially interested in the 
types of value-added services individual State Medicaid waivers offer their enrollees and whether state 
budget difficulties are making it more difficult for military families to qualify for and participate in waiver 
programs. This information will provide yet another avenue to identify additional services ECHO may 
include in order to help address our families’ frequent moves and their inability to often qualify for these 
additional value-added benefits in a timely manner. 

There has been discussion over the past several years by Congress and military families regarding 
the ECHO program. The ECHO program was originally designed to allow military families with special 


11 



179 


needs to receive additional services to offset their lack of eligibility for state or federally provided services 
due to frequent moves. We suggest that, before making any more adjustments to the ECHO program, 
Congress should request a GAO report to determine if the ECHO program is working as it was originally 
designed and if it has been effective in addressing the needs of the population it was intended to serve. We 
also hear from our ECHO eligible families that they could benefit from additional programs and health care 
services to address their special needs. We request a DoD pilot study to identify what additional services, if 
any, our special needs families need to improve their quality of life, such as cooling vests, diapers, and some 
nutritional supplements. We recommend families in the pilot have access to $3,000 above what is provided 
by ECHO to purchase self-selected items, programs, and/or services not already covered by ECHO. DoD 
would be required to authorize each purchase to verify the requested item, program, or service is 
appropriate. This pilot study could identify gaps in coverage and provide DoD and Congress with a list of 
possible extra ECHO benefits for special needs families. More information is needed so the correct solutions 
can be applied to meet the needs of these families. Our Association believes the Medicaid waiver report, the 
GAO report, along with the pilot study will provide DoD and Congress with the valuable information needed 
to determine if the ECHO program needs to be modified in order to provide the right level of extra coverage 
for our special needs families. We also recommend a report examining the impact of the war on special needs 
military families. 

The Reserve Component (RC) has unique challenges with their special needs family members. They 
only qualify for ECHO when they are on active duty status. The population is relatively small, but our 
Association is concerned with the coordination of care and seamless transition of services as the special 
needs family member becomes eligible to receive ECHO benefits and then losses them when the member is 
deactivated. We request Congress ask GAO to examine ECHO benefits during the activation and deactivation 
cycle, and its impact on the RC family and the special needs family member. 

Require GAO reports to determine if the ECHO program is working as it was originally designed, and to 
examine the impact of almost 11 years of war on our special needs families. 

Create a DoD pilot study to identify what additional service(s), if any, our special needs families need to 
improve their quality of life. 

Ask GAO to examine the impact of ECHO benefits during the activation and deactivation cycle on the RC 
family and the special needs family member and if it has been effective in addressing the needs of this 
population. 

Spouse Education and Employment 

In February 2012, the First Lady and Dr. Biden urged state action to support military spouses with 
state licenses by unveiling the joint report from the Departments of Defense and Treasury. Supporting our 
Military Families: Best Practices for Streaming Occupational Licensing Across State Lines outlines best 
practices that states can adopt to support military spouse employment and license portability. We believe 
Congress can also support military spouse license portability. We recommend Congress pass the Military 
Spouse Job Continuity Act, (H.R. 3046 or S. 697) or similar legislation. This legislation provides a tax credit to 
a military spouse to offset the cost of a new state-required license after a government ordered move. 

Military spouses who require a state license for their profession are financially disadvantaged by 
Permanent Change of Station (PCS) orders. Many military spouses maintain career licenses in multiple 
states, costing hundreds of dollars. For example, a pharmacist can only reciprocate to another state from 
their original license, which requires a military spouse pharmacist to maintain a license in more than one 
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State. State legislation can expedite the employment process and Congress can alleviate the financial burden 
with a tax credit. 

To further spouse employment opportunities, we recommend an expansion to the Work 
Opportunity Tax Credit for employers who hire spouses of active duty and reserve component service 
members as proposed through the Military Spouse Employment Act, H.R. 687. This employer tax credit is one 
way to encourage corporate America to hire militarj' spouses. 

We thank you for your strong support of military spouse education by continuing to fund the 
Military Spouse Career Advance Account (MyCAA) program. We are disappointed DoD has not reopened 
the program to all military spouses. Many military spouses delay their education to support the service 
member’s career. Since 2004, our Association has been fortunate to sponsor our Joanne Holbrook Patton 
Military Spouse Scholarship Program. Of particular interest, 33.5 percent of applicants from our 2011 
scholarship applicant pool stated their education was interrupted because of the military lifestyle (frequent 
moves, TDYs, moving expenses, etc.) and 12.2 percent of those directly attributed the interruption to 
deployment of the service member. In 2012, there were nearly 9,000 applicants and 40 percent were not 
eligible for the MyCAA program. Military spouses remain committed to their education and need assistance 
from Congress to fulfill their educational pursuits. 

In FYll, DoD did not use all of the funds allocated for the MyCAA program. We ask Congress to 
push DoD to reinstate the MyCAA program to include all military spouses, regardless of their service 
member’s rank. We also ask Congress to work with the appropriate Service Secretaries to extend the MyCAA 
program to spouses of the Coast Guard, the Commissioned Corps of NOAA, and the U.S. Public Health 
Service. 


We look forward to the military spouse employmeut report required by the NDAA FY12. This report 
will complement the Congressional mandated military spouse education report released in 2011. 

Recognize the value of military spouses with a tax credit to ojfset state license and credential fees (HM. 
3046/S. 697) and expand the Work Opportunity tax credit (H.R. 687). 

Fully Jvnd the MyCAA program for all military spouses. 

Commissary and Exchange 

Our Association is committed to protecting the Commissary and Exchange benefits vital to the 
quality of life of our military families. This past year, our Association worked tirelessly to defeat attacks to 
the Commissary and Exchange benefits: 

• The Senate Veterans' Affairs Committee voted to eliminate the federal subsidy for military 
commissaries and recommended the Department of Defense (DoD) consolidate the operations of 
the commissaries and exchanges in order to pay for the Caring for Camp Lejeune Veterans Act of 2011 

(S.277). 

• An amendment proposed to the NDAA FY12 to consolidate commissaries and exchanges and 
increase prices. 

• Senator Tom Coburn's (R-OK) “Back to Black” report recommended consolidation of commissaries 
and exchanges into a single, nonsubsidized retail system over five years. 

• The Congressional Budget Office continues to recommend consolidation of commissaries and 
exchanges, price increases, and commercially redeemable vouchers for only certain commissary 
patrons. 
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Our Association is very pleased that the DoD FY13 Budget does not call for additional reductions to the 
Defense Commissary Agency (DeCA). We believe the commissary benefit is a vital part of the compensation 
package for service members and retirees, and is valued by them, their families, and survivors. Military 
families consistently tell us that they consider the commissary one of their most important benefits. Here are 
just a few of the many comments we received: 

• “The commissary is a great benefit that helps us stretch our paycheck while helping us put food on 
the table. I was in shock recently when I went to a grocery store and saw the prices! I know that it 
would be much harder to feed my family within our budget if there wasn't a commissary.” 

• “Making it on junior enlisted pay means we have a strict budget and there isn't a lot left over. Every 
penny counts and living in an overseas location makes things even tighter. One of the ways we are 
able to make ends meet is shopping at the commissary. We simply cannot afford to shop off post. 
Taking away the savings we get at the commissary would catastrophically hurt our standard of 
living.” 

• “Our family chooses to shop at the commissary and the PX because so many of the items are less 
expensive than retail. It is hard to feed a family of 4 boys on retail rates. My husband and I figured 
out we save approx. $300.00 a month. The other reason why we shop at the PX and the Commissary 
is that the money that is made is put back into military programs via MWR...” 

Commissaries provide an average savings of more than 32 percent over local supermarkets. They also 
employ military family members. According to the Honorable Jo Ann Rooney, Acting Under Secretary of 
Defense for Personnel and Readiness, in her statement before the House Armed Services Committee Military 
Personnel Subcommittee, “Last fiscal year, 39 percent of DeCA employees in the United States were military 
spouses or other family members; and the total rises to 63 percent when including military retirees, other 
veterans, and members of the Guard and Reserve.” 

Commissaries also provide military families a sense of community. Commissary shoppers gain an 
opportunity to connect with other military families and are provided with information on installation 
programs and activities. Commissary patrons also receive nutritional information through commissary 
promotions and campaigns, as well as the opportunity for educational scholarships for their children. 

In addition to commissary benefits, military families also save over 20 percent by shopping in the 
Exchanges. The $300 million in annual dividends are used to support essential Moral, Welfare and 
Recreation (MWR) programs that support service members and their families. Our Association strongly 
believes that every effort must be made to ensure this important benefit and MWR revenue is preserved, 
especially as facilities are down-sized or closed overseas. 

According to this year’s American Customer Satisfection Index (ACSI) survey, the Exchange scored 
higher than ever before as its operations equaled the industry of excellence. The Exchange also relies on a 
Customer Service Index (CSI) to provide feedback on how well facilities improve the value of support 
provided to Soldiers, Airmen, and their familie.s. The CSI score for 2011 was a 77, another all-time high score 
for the Exchange. These customer satisfaction indexes prove that military families value the benefit of the 
Exchange more than ever. 

Protect the Commissary and Exchange benefits from Jiiture budget cutting measures. 
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Military Housing 

Privatized housing expands the opportunity for ikmilies to live on the installation and is a value for 
military families. With more joint basing, the Services must work together to create consistent policies not 
only within their Service, but across the Services. Pet policies, deposit requirements, and utility policies are 
some examples of differences across installations and across Services. How will Commanders address these 
variances under joint basing? Military families face many transitions when they move, and navigating the 
various policies and requirements of each contractor is frustrating and confusing. It’s time for the Services to 
increase their oversight and work on creating seamless transitions by creating consistent policies across the 
Services. We ask Congress to push the Services to develop joint basing policies. 

The Government Accountability Office (GAO) report, MilitaTj Housing: Enhancements Needed to 
Housing Allowance Process and Information Sharing among the Services identified four key areas of 
improvement. Our Association is especially concerned with the lack of available housing at growth 
installations. As service members return from deployments and families move back to installations, we will 
have a housing shortage. According to the GAO Military Housing report there is a housing shortage at DoD 
installations impacted by growth. Further, installation officials expect such housing challenges to continue 
or worsen. 

Congress must look for solutions to provide housing to growth impacted installations. The Services 
need flexibility to enter into housing partnerships in local communities and to adjust allowances for families 
who may need to live in temporary housing for longer periods of time as they wait for housing to become 
available. 

Adopt the recommendations from the GAO Military Housing report. 

Find additional flexible solutions for housing needs at growth installations. 

Voting Support for Military Service Members and their Families 

The passage of the Military and Overseas Voter Empowerment (MOVE) Act of 2009 was a significant 
step toward alleviating many of the voting issues faced by military service members and their families. Our 
Association greatly appreciates Congress passing this important legislation and holding subsequent hearings 
to evaluate its effectiveness. Many improvements have been made to strengthen the absentee voting process 
for military families. However, according to DoD’s 2010 Post Election Survey Report to Congress, 29 percent 
of military voters still did not receive their ballots in the 2010 election. In light of this fact, we urge you to 
continue your oversight of the MOVE Act implementation. 

Our Association is proud of the role we played in helping to pass the MOVE Act. We work with the 
DoD State Liaison Office to support the passage of the Uniform Military and Overseas Voters Act (UMOVA). 
This legislation would assist states in meeting the statutory mandates of the MOVE Act and expand these 
important protections and benefits to cover state and local elections. To date, forty-seven states and the 
District of Columbia have passed state-specific laws resulting in better protection for military and overseas 
voters. Our Association remains committed to advocating for military families’ ri^t to vote wherever they 
are stationed, and to have their vote counted. 

Continue oversight of the MOVE Act implementation to improve voting rights for military service 
members and their families. 
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Financial Readiness 

We applaud the efforts of the DoD Financial Readiness Campaign and recommend it continue. 
Ongoing financial literacy and education is critically important for today’s military families. Military families 
are not a static population; new service members join the military daily. For many, this may be their first job 
with a consistent paycheck. The youthfulness and inexperience of junior service members makes them easy 
targets for financial predators. Financial readiness is a crucial component of family readiness. 

The DoD financial literacy program should be expanded to transitioning service members and their 
families. The program currently focuses on new and junior service members. Transitioning families must be 
financial prepared for life outside the military and the financial literacy program is the right resource to 
provide this training. 

Our Association is pleased the Office of Servicemember Affairs (OSMA) within the Consumer 
Financial Protection Bureau (CFPB) elevated financial concerns of military families and connected 
government and nongovernment organizations. We look forward to the further development of the 
complaint process. 

We remain concerned about the impact of the housing crisis on military families. The funds from the 
expanded Homeowners Assistance Program (HAP) are gone and other solutions are limited. In September 
2011, Members of Congress sent letters to Departments of Treasury and Housing and Urban Development, 
the Federal Housing Finance Agency, and the Securities and Exchange Commission, after hearing concerns 
from service members about the difficulties they face when receiving Permanent Change of Station (PCS) 
orders and attempting to qualify for home foreclosure prevention programs. Service members and their 
families are often unable to sell their homes quickly at prices that will enable them to pay off their mortgages, 
and they cannot generate enough rental income to cover their mortgage payments or retain their homes until 
housing prices return to normal values. 

The Department of Treasury responded by providing updated guidance to its Home Affordable 
Foreclosure Alternatives (HAFA) Program. Under the new guidance, service members who cite a Permanent 
Change of Station (PCS) order as a basis for their financial hardship under HAFA are now eligible even if 
their income has not decreased. Unfortunately, the new guidance does not address a military homeowner 
who is a landlord and is underwater. Government agencies must continue to provide solutions to assist 
underwater military homeowners. Service members must relocate where ordered and cannot ride out the 
housing market. 

We remain a Nation at war and must continue to support the families of our forward deployed war 
fighters. The Family Separation Allowance (FSA) has not increased in more than ten years. We ask that the 
Family Separation Allowance be indexed to the Cost of Living Allowance (COLA) to better reflect rising 
costs for services. 

Press federal agencies to formulate solutions to assist underwater military homeowners. 

Increase the Family Separation Allowance by indexing it to COLA. 

Flexible Spending Accounts 

Congress has provided the Armed Forces with the authority to establish Flexible Spending Accounts 
(FSA), yet the Service Secretaries have not established these important tax savings accounts for service 
members. We are pleased H.R. 791 and S. 387 have been introduced to press each of the seven Service 
Secretaries to create a plan to implement FSAs for uniformed service members. FSAs were highlighted as a 


16 



184 


key issue presented to the Army Family Action Plan at their 2011 Department of the Army level conference. 
FSAs would be especially helpful for families with out-of-pocket dependent care and health care expenses. 
Civilians who work for the Department of Defense have access to FSAs, it is time for service members to 
have access to a similar benefit. 

It is imperative that FSAs for uniformed service members take into account the unique aspects of the 
military lifestyle, such as Permanent Change of Station (PCS) moves and deployments, which are not 
compatible with traditional FSAs. We ask that the flexibility of a rollover or transfer of funds to the next year 
be considered. 

Require DoD to create Flexible Spending Accounts far uniformed service members that account for the 
unique aspects of military life including deployments and Permanent Change of Station moves. 

Healthcare 

when considering changes to the health care benefit, our Association urges policymakers to 
recognize the unique conditions of service and the extraordinary sacrifices demanded of military members 
and families. Repeated deployments, caring for the wounded, ill, and injured, and the stress of uncertainty 
create a need for greater access to professional behavioral health care for all military family members. 

Family readiness calls for access to quality healdi care and mental health services. Families need to 
be assured the various elements of their military healfli system are coordinated and working as a synergistic 
system. The direct care system of MTFs and the purchased care segment of civilian providers under the 
TRICARE contracts must work in tandem to meet military readiness requirements and ensure they meet 
access standards for all military beneficiaries. 

Improving Access to Care 

Our Association continues to monitor die experience of military families with accessing care within 
both the direct care and purchased care segments of the MHS. We are concerned our MTFs are stressed 
from 11 years of provider deployments, which directly affects the quality, access, and cost of health care. We 
consistently hear from families that their greatest health care challenge is getting timely care in both the 
direct and the purchased care systems. Their main challenges with the direct care system are: 

• access to their Primary Care Managers (PCM) 

• availability of after-hours and weekend routine care 

• availability of urgent care and additional same-day appointments 

• having appointments available in MTFs for next day or week, along with 60, 90, or 120-day follow- 
ups recommended by their providers 

Beneficiaries’ main challenges with the purchased care system, according to TRICARE’s Health Care Survey 
of DoD Beneficiaries 2009 Annual Report, are difficulty in accessing personal doctors and specialty care. 

Our Association hears frequent complaints by families regarding the referral process. Families are 
often unfamiliar with the process at their MTF and in their TRICARE region. They frequently report 
difficulties in obtaining an appointment within access standards. Families often find that a provider on the 
TRICARE Managed Care Support Contractor’s (MCSC) list is no longer taking TRICARE or taking new 
patients. The difficulties sometimes cause the beneficiary to give up on the referral process and never obtain 
the specialty appointment their PCM believes they need. Our Association is concerned with the impact these 
delays or the lack of even getting the referral is having on the quality of care and beneficiary outcome. We 
cannot stress enough how continuity of care is important to maintain our families’ quality of care. We 
recommend Congress require a DoD report on the mana^ment of the referral process— both within the 
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direct care system and between the direct care and purchased care sectors— and the impact on beneficiaries’ 
access to care. 

We see even more issues ahead that couid affect beneficiary access. The TRICARE Management 
Activity (TMA) has rolled out the new TRICARE Third Generation (T3) contract in the TRICARE North 
Region and will be rolling out T3 in the TRICARE South Region beginning April 2011. At that time, the 
remaining TRICARE West Region will still be operating under the existing TRICARE Next Generation (T- 
Nex) contract. Full T3 implementation will remain in a holding pattern, preventing contractors’ 
renegotiation with approximately 33 percent of our civilian TRICARE providers. With the demands and 
uncertainties to providers in regards to health care reform’s added requirements and expenses along with 
looming Medicare reimbursement rate changes, we are beginning to hear from providers their lack of a long- 
term willingness to remain in the TRICARE network and impact TRICARE MCSCs’ ability to recruit new 
providers. Thus, the combination of factors may result in a decreased access to care for military families, 
especially mental health. 

We applaud DoD building “world class” MTFs that utilize evidence-based design. Ft. Belvoir 
Community Hospital and the National Military Medical Center Bethesda are two examples. Ten more MTFs 
are being built using similar design concepts. Our Association wants to make sure that the inner workings of 
the hospital are also “world class.” Reasonable pharmacy wait times, professional attitudes with a customer 
focus, medical home designed clinics, quality care, and access standards met for all appointments are 
hallmarks of a “world class” system. Given the recent discussion of high health care costs and budget 
concerns, beneficiaries are going to wonder why DoD spent so much money on facilities that look great, but 
conduct business as usual. Congress needs to make sure that DoD's new facilities meet “world class” 
definitions both in brick and mortar and in customer services and policies and procedures. 

Require a DoD report on the impact on beneficiaries of the MHS referral process. 

National Guard and Reserve Member Family Access to Care 

We remain especially concerned about access to care for National Guard and Reserve families. 

These families also need increased education about the multiple types of TRICARE health care benefits in 
which they are eligible to participate. We recommend Congress request a report to assess the coordination 
and continuity of health care services for National Guard and Reserve families as they ft-equently move from 
activated TRICARE Prime coverage to non-activated status and TRICARE Reserve Select (TRS) or their 
employer civilian health care insurance plans. We continue to believe that paying a stipend to a mobilized 
National Guard or Reserve member for their family’s coverage under their employer-sponsored insurance 
plan while the service member is mobilized may work out better for many families in areas where the 
TRICARE network may not be robust. This will hold true as well when the beneficiary population in remote 
areas decreases as mobilizations decline with the end of conflicts. 

Require a report assessing the coordination and continuity of health care services /or National Guard and 
Reserve families as they transition from one TRICARE status to another. 

Allow reserve component families to be given the choice of a stipend to continue their employer-provided 
care dunng the deployment of the service member. 

TRICARE Reimbursement 

Our Association is concerned that continuing pressure to lower Medicare reimbursement rates will 
create a hollow benefit for TRICARE beneficiaries. We are pleased Congress passed the Temporary Payroll 
Tax Cut Confmuafion Act of 2011 (P.L.112-78), which provided a one-year extension of current Medicare 
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physician payment rates until December 31, 2012. When Congress takes up Medicare legislation this year, we 
ask you to consider how this legislation will impact military health care. We are especially concerned about 
our most vulnerable population, military families living in rural communities and those needing access to 
mental health services. 

While we have been impressed with the strides TMA and the TRICARE MCSCs are making in 
adding providers, especially mental health providers, to the networks, we believe more must be done to 
persuade health care and mental health care providers to participate and remain in the TRICARE network, 
even if that means DoD must raise reimbursement rates. We still hear from providers they will not 
participate in TRICARE because of their belief in time-consuming requirements and low reimbursement 
rates. National provider shortages in the mental health field, especially in child and adolescent psychology, 
are exacerbated in many cases by low TRICARE reimbursement rates and TRICARE rules. Military-unique 
geographic challenges, such as large military beneficiary populations in rural or traditionally-underserved 
areas, also contribute to providers’ unwillingness to accept TRICARE low reimbursement rates. Many 
mental health providers are willing to see military beneficiaries on a voluntary status; therefore, we need to 
do more to attract these providers to join the TRICARE network. Increasing TRICARE reimbursement rates 
is just one way of enticing them. 

Pharmacy 

For several years, our Association has cautioned about DoD generalizing findings of certain civilian 
pharmacy plans changing beneficiary behaviors and automatically applying them to the military population. 
As part of the President’s FYIS Budget proposal, DoD recently announced it would adjust certain pharmacy 
co-payments. DoD’s intent is to drive beneficiaries away from retail pharmacies and toward TRICARE Mail 
Order Pharmacy (TMOP) utilization, which should lower government costs and increase DoD savings. Our 
Association long championed a zero co-payment for generic Tier 1 medications in TMOP and we applaud 
DoD’s proposal and Congressional approval to implement this measure as one of their cost-saving measures. 

The rationale behind DoD’s recent proposed pharmacy changes is concerning. The proposed 
increase in co-payments and the loss of access to retail non-formulary medications starting in 2013 will have 
the biggest impact on beneficiaries who have no choice but to rely on the retail pharmacy for urgent 
formulary and non-formulary non-maintenance medications. For example, young families of deployed 
National Guard, Reserve members and recruiters usually do not live close to an MTF pharmacy. When their 
child needs an antibiotic for an urgent medical condition, such as pneumonia, they have no other option than 
the retail pharmacy. Beneficiaries who need certain medications not suited for TMOP, such as a narcotic or 
a chemical compound not suitable for home delivery, would find themselves paying more or not able to even 
fill the non-formulary prescription without first acquiring a Prior Authorization (PA) or Medical Necessity 
(MN) from their provider. We fear this requirement of a PA or MN will become so confusing and difficult to 
achieve by everyone involved (beneficiary, provider, and pharmacist), the beneficiary will simply walk out 
without the needed medications. The end result will impact beneficiary compliance and decrease desired 
quality outcomes. If this is implemented, DoD will need to educate the beneficiary and TRICARE network 
providers on the PA and MN requirement process to ensure the process is seamless and successful. 

We are also concerned about the effect-of the proposed co-pay changes and access to non-formulary 
medication at retail will have on our wounded, ill, and injured service members and those already medically 
retired. This population may be adversely affected because of the frequent alteration to their medication 
protocols by their health care providers in order to achieve optimum medical benefits for their often- 
changing medical conditions. Their medications may appear to be maintenance drugs, but are actually 
intended to be used only for short-term relief. Sending them to TMOP for a 90-day supply just because the 
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co-payment is less may in fact cost the beneficiary and the government more because of frequent changes in 
doses. Many of the prescriptions needed by the wounded, ill, and injured are for newly FDA-approved 
medications, which will most likely place them in non-Formulary Tier 3 status. This may place an unfair 
financial burden and lack of access to these medications on this population because they tend to utilize a 
higher number of formulary and non-formulary medications. 

Beneficiaries who have no choice in where they must obtain their medications should not be 
subjected to co-payment increases and barriers to non-formulary retail access simply aimed at changing the 
behavior of those who do have choices. DoD must consider the possible effects of its co-payment changes 
and access barriers as it plans for implementation and may need to devise alternative co-payment 
adjustments to protect beneficiaries during these situations. We look forward to discussing potential options 
with Members of Congress and DoD. 

We believe there are additional ways DoD could experience increased pharmacy savings. These 

include: 

• Provide medications treating chronic conditions, such as asthma, diabetes, and hypertension, at the 
lowest level of co-payment regardless of brand or generic status 

• Implement The Task Force on the Future of Military Health Care recommendation to include over- 
the-counter (OTC) drugs as a covered pharmacy benefit, thus eliminating the need for more costly 
pharmaceuticals that have the same efficacy as over-the-counter options 

• Make all newly FDA approved medications non-formulary status until reviewed by DoD’s Pharmacy 
and Therapeutics Committee’s (P&T Committee) within 9 months of approval. 

The new T3 contract will provide TRICARE MCSCs and the pharmacy contractor with the ability to 
link pharmacy data with disease management. This will allow for better case management, increase 
adherence/compliance, and decrease cost, especially for beneficiaries suffering from chronic illness, co- 
morbidities, and multiple conditions. However, this valuable tool is only available starting April of this year 
in the TRICARE North and South Regions because the T3 contract still remains under protest in the 
remaining TRICARE West Region. 

Require DoD to report on how proposed pharmacy changes may impact beneficiary behavior and health 
care quality outcomes. 

U.S. Family Health Plan (USFHP) 

We remain opposed to last year’s change to the U.S. Family Health Plan (USFHP) eligibility, 
requiring newly enrolled beneficiaries to transition from USFHP once they become Medicare/TFL eligible. 
Our Association believes USFHP is already providing TMA’s medical home model of care, maintaining 
efficiencies, capturing savings, and improving patient outcomes. USFHP also meets the Patient Protection 
and Accountability Care Act’s definition of an Accountable Care Organization. They certainly have the model 
of care desired by civilian health care experts and should be used by DoD as a method to test best-practices 
that can be implemented within the direct care system. Every dollar spent in preventative medicine is 
captured later when the onset of beneficiary co-morbid and chronic diseases are delayed. It is difficult to 
quantify the long-term savings not only in actual cost to the health care plan— and thus to the government— 
but to the improvement in the quality of life for the beneficiary. Removing beneficiaries from USFHP at a 
time when they and DoD will benefit the most from dieir preventative and disease management programs 
will greatly impact the continuity and quality of care to our beneficiaries and only shift the cost of their care 
from one government agency to another. Almost all USFHP enrollees already purchase Medicare Part B in 
case they decide to leave the plan or spend long periods of time in warmer parts of the country. There must 
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be another mechanism in which beneficiaries would be allowed to continue in this patient-centered program 
after becoming Medicare eligible. 

Recommend that Medicare-eligible beneficiaries using the USFHP be allowed to remain in the program. 

National Health Care Reform 

Our Association is cautious about the changes contained in the Patient Protection and Affordable 
Care Act (P.L. 111-148) and their potential impact on TRICARE and CHAMPVA. We thank Congress for 
including a provision in the NDAA FYll to allow TRICARE Standard/Extra and Prime coverage for 
TRICARE eligible young adult beneficiaries up to die age of 26. Military families had been asking for this 
added benefit. However, w'e still need Congressional action to allow CHAMPVA coverage for eligible young 
adults up to the age of 26. This lack of coverage for eligible survivor dependents is causing an unnecessary 
financial burden on a population already economically challenged. 

Provide health care coverage to young adults, up to the age of 26, who are eligible for CHAMPVA. 

Access to Behavioral Health Care 

The body of research focusing on the increased levels of anxiety and utilization of mental health 
services and medication causes our Association to be even more concerned about the overall shortage of 
mental health providers in TRICARE’s direct and purchased care network. 

While TMA reports significant progress by the TRICARE contractors in adding to the numbers of 
mental health providers in the networks, these numbers do not automatically translate into a corresponding 
increase in access. A recently published report in the March 2011 issue of Military Medicine, "Access to 
Mental Health Services for active duty and National Guard TRICARE Enrollees in Indiana,” found that only 
25 percent of mental health providers listed in the TRICARE contractor’s provider list were accepting new 
TRICARE beneficiaries. Researchers stated the number one barrier to active duty and reserve component 
service members and their families, in obtaining mental health care in Indiana, was the accuracy of the 
TRICARE mental health provider list. Our Association hears from families about the number of times they 
contact network providers using the TRICARE provider list only to find the providers cannot meet access 
standards, are no longer taking TRICARE, or are not taking new TRICARE patients. Provider lists must be 
up-to-date in order to handle real time demands by military families. 

While families are pleased more military mental health providers are available in theater to assist 
their service members, they are disappointed with the resulting limited access to providers at home. Families 
report they are being turned away from obtaining appointments at their MTFs and clinics and told to seek 
services elsewhere. The military fuels the shortage by deploying its mental health providers, even its child 
and adolescent psychology providers, to combat zones. 

Families want to be able to access care with a mental health provider who understands or is 
sympathetic to the issues they face. We recommend an extended outreach program to service members, 
veterans, and their families of available mental health resources through DoD and VA with providers who 
inherently understand military culture. We appreciate the VA allowing family member access to Vet Centers; 
however, we encourage them to develop more family-oriented programs and offer internet based chat and 
Skype grouped meetings. DoD must also look beyond its own resources to increase mental health access by 
working with other government agencies, such as the Substance Abuse and Mental Health Services 
Administration (SAMHSA), especially SAMHSA’s Military Families Strategic Initiative and Service member, 
veteran, and family Policy Academy States and Territories, and encourage State agencies to provide their 
already established services and programs to service members, veterans, and family members. Our 
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Associarion has been actively working with SAMHSA, providing valuable input on military families and 
military culture to these initiatives. DoD must also educate these other agencies about military culture to 
make the providers more effective in their support. 

Frequent and lengthy deployments create a sharp need in mental health services by family members 
and service members as they get ready to deploy and after they return. There is also an increase in demand in 
the wake of natural disasters, such as hurricanes and fires. Embedding mental health providers in medical 
home modeled clinics will allow easier access for our families. DoD must maintain a flexible pool of mental 
health providers that can increase or decrease rapidly in numbers depending on demand on the MHS side. 
Currently, Military Family Life Consultants (MFLC) and Military OneSource counseling are providing this 
type of preventative and entry-level service for military families. The web-based TRICARE Assistance 
Program (TRIAP) has been offering another vehicle for non-medical counseling, especially for those who 
live far from counselors. The TRIAP program will be absorbed by Military OneSource beginning 30 March. 
Project FOCUS (Families Over Coming Under Stress) is a family psychological health and resiliency building 
program to help families deal with deployments) and high-operational tempo. The military Services, along 
with military family members, need to be more aware of resources along the continuum of mental health 
support. Families need the flexibility of support in both the MHS and Service family support arenas, as well 
as coordination of support between these two entities. 

There are other barriers to access for some in our population. Many already live in rural areas, such 
as our National Guard and Reserve members, or they will choose to relocate to rural areas lacking available 
mental health providers. We need to address the distance issues families face in finding mental health 
resources and obtaining appropriate care. Isolated service members, National Guard and Reserve, veterans, 
and their families do not have the benefit of the safety net of services and programs provided by MTFs, 
military installation based support programs, VA facilities, Community-Based Outpatient Center.s, and Vet 
Centers. The National Guard Bureau’s Psychological Health Services (PHS) has been established to address 
mental health issues. We applaud the provision in NDAA FYll promoting the use of telemental health and 
removing geographic practice barriers that prevent mental health providers from participating in telemental 
health services. Our Association looks forward to working wi^ DoD on implementation of this new policy. 
However, we encourage Congress to do more by: increasing mental health reimbursement rates for rural 
areas; developing a standardized military culture curriculum; and educating civilian network mental health 
providers about our military culture. 

The Defense Centers of Excellence (DCoE) is providing a transition benefit for mental health 
services for active duty service members, called inTransition. Our Association recommends this program be 
expanded to provide the same benefit to active duty spouses and their children. Families often complain 
about the lack of seamless transition of care when they PCS. This program will not only provide a warm 
hand-off between mental health providers when moving between and within TRICARE Regions, but more 
importantly enable mental health services to begin during the move, when families are between duty stations 
and most venerable. 

Recommend the "inTransition'* program be expanded to provide the same benefit to active duty family 
members. 

Recommend the use of alternative treatment methods, such as increasing mental health reimbursement 
rates for rural areas; developing a standardized curriculum; and educating civilian network mental health 
providers about our military culture. 
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TRICARE Policy Barriers to Behavioral Health Care 

TRIG ARE's policies contribute to a lack of adequate access to behavioral health care. TRICARE is 
not part of the Mental Health Parity and Addiction Equity Act of 2008 (P.L.110-343); therefore, our families 
have a yearly cap on how many days they can receive inpatient behavioral health services. Some families try 
to enroll their child into Medicaid in order to continue receiving treatment. TRICARE should meet the 
provisions of the Mental Health Parity law. TRICARE requires Partial Hospitalization Programs (PHP) and 
Substance Use Disorder Rehabilitation Facilities (SUDRFs) to become a National Quality Monitoring 
contractor (NQMC). There is no incentive for PHP and SUDRFs to comply since it is not required by 
commercial programs. TRICARE’s policy excludes die utilization of Intensive Outpatient Program (lOP), 
which is considered a best clinical and business practice that allows for the continuum of care. Also, DoD 
needs to incorporate clinical best practices across the Services. 

Caregiver Burnout 

Many health care and behavioral health providers have just returned home after completing a 
combat tour, only to be overwhelmed by treating acrive duty members, retirees, and their families. It can lead 
to provider compassion fatigue and create burnout. Our Association would like to be assured DoD is allowing 
these providers adequate dwell time and rime to reintegrate with their families before returning to work. 
Beneficiaries rely heavily on MTF providers for their care, especially mental health, and need them to be 
fully ready to care for them. Providers must also be provided the opportunity to sharpen their practice skills, 
which may have not been used while serving in a combat zone. If they are not adequately addressed, this 
situation has the potential to negatively impact both the provider’s ability to provide quality care and the 
beneficiary to receive quality care. We recommend Congress ask for a study to examine the impact the war is 
having on our MHS active duty providers and their families. 

Ask for a study to examine the impact the war is having on our MHS active duty providers and their 
families. 

Educating Those Who Care for Service Members and Families 

The families of service members and veterans must be educated about the effects of Traumatic Brain 
Injury (TBI), Post-Traumatic Stress (PTS), Post-Traumatic Stress Disorder (PTSD), and suicide in order to 
help accurately diagnose and treat the service member/veteran’s condition. These families are on the “pointy 
end of the spear” and are more likely to pick up on changes attributed to either condition and relay this 
information to their health care providers. Programs are being developed by each Service. However, they are 
narrow in focus, targeting line leaders and health care providers, but not broad enough to capture our 
military family members and the communities they live in. As Services roil out suicide prevention programs, 
we need to include our families, communities, and support personnel. 

The DoD, VA, and State agencies must educate their health care and mental health professionals of 
the effects of mild Traumatic Brain Injury (mTBI) in order to help accurately diagnose and treat the service 
member’s condition. They must be able to deal with polytrauma— PTS and PTSD in combination with mTBI 
and multiple physical injuries. 

DoD, working with the TRICARE Managed Care Support Contractors (MCSC) and Service medical 
leadership, must reach out to educate civilian health care providers on how to identify signs and symptoms 
of mTBI, PTS, and PTSD. They must also educate them about our military culture. We recommend a course 
on military culture be required in all health care and behavioral health care college curriculums and to offer 
a standardized DoD approved military culture Continuing Education Unit (CEU) for providers who have 
already graduated. TMA should incentivize providers to take these courses. 
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Recommend a course on military culture be required in all health care and behavioral health care college 
carriculams and a standardized DoD approved military culture Continuing Education Unit (CEU)for 
providers who have already graduated. TMA should incentivize providers to take these courses. 

Transition 

Families on the Move 

Travel allowances and reimbursement rates have not kept pace with the out-of-pocket costs 
associated with today’s moves. In a recent PCS survey conducted by our Association, more than 50% of 
survey respondents identified uncovered expenses related to the move as their top moving challenge. 
Military families are authorized 10 days for a house hunting trip, but the cost for the trip is the responsibility 
of the service member. Families with two vehicles may ship one vehicle and travel together in the second 
vehicle. The vehicle will be shipped at the service member's expense and then the service member will be 
reimbursed funds not used to drive the second vehicle to help offset the cost of shipping it. Or, families may 
drive both vehicles and receive reimbursement provided by the Monetary Allowance in Lieu of 
Transportation (MALT) rate. MALT is not intended to reimburse for all costs of operating a car but is 
payment in lieu of transportation on a commercial carrier. Yet, a TDY mileage rate considers the fixed and 
variable costs to operate a vehicle. Travel allowances and reimbursement rates should be brought in line 
with the actual out-of-pocket costs borne by military families. 

Our Association supports the Service Members Permanent Change of Station Relief Act, S. 472, and 
believes it will reduce some of the additional moving expenses incurred by many military families. 

Address the out-of-pocket expenses military families bear for government ordered moves. 

Wounded Service Members Have Wounded Families 

Our Association asserts that behind every wounded service member and veteran is a wounded 
family. It is our belief the government, especially DoD and VA, must take a more inclusive view of military 
and veterans’ families. Those who have the responsibility to care for the wounded, ill, and injured service 
member must also consider the needs of the spouse, children, parents of single service members and their 
siblings, and the caregivers. DoD and VA need to think proactively as a team and one system, rather than 
separately, and address problems and implementing initiatives upstream while the service member is still on 
active duty status. 

DoD and VA are working together on the Integrated Disability Evaluation System (IDES). Our 
Association applauds this cooperation. Many of our wounded, ill, and injured are members of the Reserve 
Component. They often do not reside where the IDES is taking place. We recommend DoD and VA pilot the 
IDES using a Community Based Warrior Transition Unit (CBWTU). This would allow the wounded, ill, and 
injured Guardsman or Reservist to be home with their family while going through the IDES process. 
Currently, they are held at the demobilization site, assigned to the MTF, and proceed throu^ the IDES. This 
recommendation is also supported by the National Guard Association of the United States (NGAUS), The 
Retired Enlisted Association (TREA), and Association of United States Navy (AUSN). 

Reintegration programs become a key ingredient in the family's success. For the past three years, we 
have held our Operation Putple® Healing Adventures camp to help wounded, ill, and injured service members 
and their families learn to play again as a family. We hear from the families who participate in this camp that 
many issues still create difficulties for them well into the recovery period. Families find themselves having to 
redefine their roles following the injury of the service member. They must learn how to parent and become a 
spouse/lover with an injury/illness. Each member needs to understand the unique aspects the injury/illness 
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brings to the family unit. Parenting from a wheelchair brin^ a whole new challenge, especially when dealing 
with teenagers. Parents need opportunities to get together with other parents who are in similar situations 
and share their experiences and successful coping methods. Our Association believes everyone must focus on 
treating the whole family, with DoD and VA programs offering skill based training for coping, intervention, 
resiliency, and overcoming adversities. Injury interrupts the normal cycle of deployment and the 
reintegration process. DoD, the VA, and non-governmental organizations must provide opportunities for the 
entire family and for the couple to reconnect and bond, especially during the rehabilitation and recovery 
phases. 


DoD and the VA must do more to work together both during the treatment phase and the wounded 
service member’s transition to ease the family’s burden. They must break down regulatory barriers to care 
and expand support through the Vet Centers, the VA medical centers, and the community-based outpatient 
clinics (CBOCs). We recommend DoD partner with the VA to allow military families access to mental health 
services throughout the VA’s entire network of care using the TRICARE benefit. Before expanding support 
services to families, however, VA facilities must establish a holistic, family-centered approach to care when 
providing mental health counseling and programs to the wounded, ill, and injured .service member or 
veteran. Family members are a key component to a service member’s psychological well-being. They must be 
included in mental health counseling and treatment programs for service members, reserve component, and 
veterans. 

We remain concerned about the transition of wounded, injured, and ill service members and their 
families from active duty status to that of the medically-retired. While we are grateful DoD has proposed to 
exempt medically-retired service members, survivors of active duty service members, and their families from 
the TRICARE Prime enrollment fee increases, we believe wounded service members need even more 
assistance in their transition. We continue to recommend friat a legislative change be made to create a three- 
year transition period in which medically-retired service members and their families would be treated as 
active duty family members in terms of TRICARE fees, benefits, and MTF access. This transition period 
would mirror that currently offered to surviving spouses and would allow the medically-retired time to 
adjust to their new status without having to adjust to a different level of TRICARE support and financial 
requirement. 

Wounded, ill, and injured service members and their families should be allowed to remain enrolled 
in their MTF when they are medically retired. Our Association has been hearing from families that this is not 
always the case. The family may be re-enrolled, but the medically retired service member is not and told to 
enroll in the VA health system of care instead. Many are having difficulty obtaining timely specialty care for 
service connected disability medical conditions, such as PTS. Medical retirees are using their TRICARE 
benefit to receive their care, paying co-pays, and having to navigate the TRICARE purchased care network 
for specialty providers without the assistance of a case manager. This can be a daunting task for a medically 
retired service member with a mild to moderate Traumatic Brain Injury and PTSD. We request Congress 
ask the GAO to design and conduct a study to determine the accessibility and timelessness of VA primary and 
specialty care, particularly for those conditions most prevalent among returning veterans. The study should 
take into account of such factors as waiting times relative to patient acuity, travel times, barriers to 
provisions of fee basis care and variability among VA networks-; should identify what alternative treatment 
avenues veterans/medically retirees are using wfren confronting barriers at VA; and should provide not only 
a quantitative analysis but an analysis of other factors that account for or contribute to lack of access and 
timeless, where it exists. This Congressional request is also supported by Iraq and Afghanistan Veterans of 
America (lAVA), Wounded Warrior Project (WWP), AMVETS, and Veterans of Foreign Wars (VFW). 
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Allow medically-retired service members and their families to maintain the active duty family TRICARE 
benefit for a transition period of three years following the date of medical retirement, comparable to the 
benefit for surviving spouses. 

Allow service members medically discharged from service and their family members to continue for one 
year as active duty for TRICARE and then start the Continued Health Care Benefit Program (CHCBP) if 
needed. 

Case Management 

Our Association still finds families trying to navigate a variety of complex health care systems alone, 
trying to find the right combination of care. Our most seriously wounded, ill, and injured service members, 
veterans, and their families are often assigned multiple case managers. Families often wonder which one is 
the “right” case manager. We believe DoD and the VA must look at whether the multiple, layered case 
managers have streamlined the process or have only a^ravated it. We know the goal is for a seamless 
transition of care between DoD and the VA. However, we continue to hear from families whose service 
members are still on active duty and meet the Federal Recovery Coordinator (FRC) requirement, who have 
not been told FRCs exist or that they qualify for one. The GAO FRC report found there were many areas of 
concern, one being limitations on sharing of information between the Services’ case managers and the VA’s 
FRCs, which impacts care coordination. The Congressionally mandated Recovering Warrior Task Force 
(RWTF) has also been looking into the issue around case management. We look forward to their report to 
determine how case management is working within each Service and government agency caring for our 
wounded, ill, and injured service members, veterans, and their families. 

Caregivers of the Wounded 

Caregivers need to be recognized for the important role they play in the care of their loved one. 
Without them, the quality of life of the wounded service members and veterans, such as physical, psycho- 
social, and mental health, would be significantly compromised. They are viewed as an invaluable resource to 
DoD and VA health care providers because they tend to the needs of the service members and the veterans 
on a regular basis. Their daily involvement saves DoD, VA, and State agency health care dollars in the long 
run. Their long-term psychological care needs must be addressed. Caregivers of the severely wounded, ill, 
and injured service members who are now veterans have a long road ahead of them. In order to perform 
their job well, they will require access to mental health services. 

We have observed from our own Healing Adventure Camps the lack of support and assistance to the 
spouse/caregiver of our wounded, ill, and injured. Many feel frustrated with not being considered part of the 
care team and not included in long-term care decisions. The level of fhistration displayed by the 
spouses/caregivers at our recent Healing Adventure Camp at Ft. Carson about lack of information and 
support was disturbing. Even the RWTF discovered the same level of finistration during their site visit and 
raised their concerns to the MTF and Warrior Transition Unit (WTU) Commanders. DoD needs to make 
sure the spouse/caregiver and the family are also cared for and provided them the support they need to 
perform their role as a caregiver and provide them with the tools to care for themselves as well. WTU 
Commanders need to establish spou.se/caregiver support groups and mentoring opportunities. 
Spouses/caregivers need a platform where they can voice their concerns without the fear of retribution. 
Evoking HIPAA (Health Insurance Portability and Accountability Act of 1996) privacy is not an excuse to limit 
spouses/caregivers from receiving health care information about their loved one. Wounded warrior 
commands must remember that they are an integral part of the health care team and their input is invaluable. 

The VA has made a strong effort in supporting veterans’ caregivers. Our Association still has several 
concerns with the VA’s interpretation of P.L.111-163. The VA’s eligibility definition does not include illness, 
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which means it does not align with DoD’s Special Compensation for Service. We believe the VA is waiting too 
long to provide valuable resources to caregivers of our wounded, ill, and injured service members and 
veterans who served in Operation Iraqi Freedom/Operation Enduring Freedom/Operation New Dawn 
(OIF/OEF/OND). The intent of the law was to allow carepvers to receive value-added benefits in a timely 
manner in order to improve the caregiver’s overall quality of life and train them to provide quality of care to 
their service member and veteran. Another area of immediate concern is the potential gap in financial 
compensation when the service member transitions to veteran status. The VA's application process and 
caregiver validation process appear to be very time intensive. The DoD Special Compensation benefit expires 
at 90 days following separation from active duty. We recommend DoD’s remove the 90-day limit and allow 
the Special Compensation benefit to be extended until the VA’s caregiver benefit is instituted. 

The VA’s decision to delay access to valuable training may force each Service to begin its own 
caregiver training program. Thus, each Service's training program will vary in its scope and practice and may 
not meet VA’s training objectives. This disconnect could force the caregiver to undergo two different 
training programs in order to provide care and receive benefits. 

Our Association also believes the current laws do not go far enough. Compensation of caregivers 
should be a priority for DoD and the Secretary of Homeland Security. Non-medical care should be factored 
into DoD’s compensation to service members. The goal is to create a seamless transition of caregiver benefit 
between DoD and the VA. We ask Congress to assist in meeting that responsibility. 

The VA piloted eight caregiver assistance programs to expand and improve health care education 
and provide needed training and resources for caregivers who assist disabled and aging veterans in their 
homes. DoD should evaluate these pilot programs to determine whether to adopt them for caregivers of 
service members still on active duty. Caregivers' responsibilities start while the service member is still on 
active duty. 

Spouses/caregivers of the wounded, ill, and injured Reserve Component face unique challenges. 
They are often not located where their loved one is assigned by their Services’ wounded warrior commands. 
They must travel using their own money to visit them while they are receiving medical treatment for service 
connected conditions or going through the Medical Evaluation Board process. DoD should pay for their 
travel and lodging during this timefi'ame. If the family decides to relocate in order to be closer to their loved 
ones treatment at the MTF, DoD should pay for their move. Services should allow wounded, ill, and injured 
Reserve Component the opportunity to receive treatment as close to home as possible. When they receive 
care in TRICARE’s purchase care network for service connected conditions, TRICARE MCSC should case 
manage their treatment. 

Encourage DoD to establish spouse/caregiver support groups and mentoring opportunities. 

Recommend DoD remove the 90-day limit and allow the Special Compensation benefit to be extended 
until the VA’s caregiver benefit is instituted. 

Relocation Allowance and Housing for Medicallv-Retired Single Service Members 

Active Duty service members and their spouses qualify through the DoD for military orders to move 
their household goods when they leave the military service. Medically retired service members are given a 
final PCS move. Medically retired married service members are allowed to move their family; however, 
medically retired single service members only qualify for moving their own personal goods. 
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Our Association suggests that legislation be passed allow medically retired single service members 

the opportunity to have their caregiver’s household goods moved as a part of the medical retired single 
service member’s PCS move. This should be allowed for the qualified caregiver of the wounded, ill, and 
injured service member and the caregiver’s family (if warranted), such as a sibling who is married with 
children, or mom and dad. This would allow for the entire caregiver’s family to move, not just the caregiver. 
The reason for the move is to allow the medically retired single service member the opportunity to relocate 
with their caregiver to an area offering the best medical care, rather than the current option that only allows 
for the medically retired single service member to move tiieir belongings to where the caregiver currently 
resides. The current option may not be ideal because the area in which the caregiver lives may not be able to 
provide all the health care services required for treating and caring for the medically retired service member. 
Instead of trying to create the services in the area, a better solution may be to allow the medically retired 
service member, their caregiver, and the caregiver’s family to relocate to an area where services already 
exist. 


The decision on where to relocate for optimum care should be made with the assistance of their FRC 
(case manager), the service member’s medical physician, the service member, and the caregiver. All aspects 
of care for the medically retired service member and their caregiver shall be considered. These include a 
holistic examination of the medically retired service member, the caregiver, and the caregiver’s family for, 
but not limited to, their needs and opportunities for health care, employment, transportation, and education. 
The priority for the relocation should be where the best quality of services is readily available for the 
medically retired sendee member and his/her caregiver. 

The consideration for a temporary partial shipment of caregiver’s household goods may also be 
allowed if deemed necessary by the care management team. 

Authorize medically retired single service members to have their caregiveris household goods moved as a 
part of their final PCS move. 

Medical Power of Attorney 

We have heard from caregivers of the difficult decisions they have to make over their loved one’s 
bedside following an injury. We support the Traumatic Brain Injury Task Force recommendation for DoD to 
require each deploying service member to execute a Medical Power of Attorney and a Living Will. 

Require each deploying service member to execute a Medical Power of Attorney and a Living Will. 

Senior Oversight Committee 

The Recovering Warrior Task Force report recommended the Senior Oversight Committee 
functions be consolidated into the Joint Executive Council (JEC). Even though the Services have stated to 
the RWTF that SOC initiatives are progressing, there are still frequent instances where processes are 
working at cross-purposes, resulting in misaligned DoD and VA benefits and programs. The JEC has a 
history of not getting things done, which is why the SOC was created in the first place. Pushing 
responsibilities of creating seamless transition of benefits and programs back onto the JEC in our minds is 
moving the process backward rather than forward. DoD and VA senior leaders must play an active role, 
which means meeting on a regular basis, developing goals, and implementing strategies to address issues at 
every meeting. We request Congress hold DoD and VA Secretaries accountable for getting the job done right. 

Office of Wounded Warrior Care and Transition Poiicy 

DoD established the Office of Wounded Warrior Care and Transition Policy to take over 
responsibility for three SOC Line of Action items for wounded ill, and ill service members. The Office has 
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seen frequent leadership and staff changes and a narrowing of its mission. We urge Congress to put a 
mechanism in place to continue to monitor this Office for its responsibilities in maintaining DoD and VA’s 
partnership and making sure the Office creates a seamless transition of services and benefits for our 
wounded, ill, and injured service members, veterans, their families, and caregivers. 

Defense Centers of Excellence 

A recent GAO report found the Defense Centers of Excellence (DCoE) for Psychological Health and 
Traumatic Brain Injury has been challenged by a mission that lacked clarity and by time-consuming hiring 
practices. Other Centers of Excellence have experienced a lack of adequate funding, hampering their ability 
to hire adequate staff and begin to provide care for the patient population as they were created to address. 
These include the Vision Center of Excellence, Hearing Center of Excellence, and the Traumatic Extremity 
Injury and Amputation Center of Excellence. We recommend Congress immediately fund these Centers and 
require DoD to provide resources to effectively establish these Centers and meet DoD's definition of “world 
class” facilities. 

Encourage all Congressional Committees with jurisdiction over military personnel and veterans matters 
to talk on these important issues. Congress, DoD, and VA can no longer continue to create policies in a 
vacuum and focus on each agency separately because our wounded, ill, and injured service members and 
their families need seamless, coordinated support from each. 

Survivors 

The Services continue to improve their outreach to surviving families. In particular, the Army’s SOS 
(Survivor Outreach Services) program makes an effort to remind these families they are not forgotten. We 
appreciate the special consideration, sensitivity, and outreach to the families whose service members have 
committed suicide. We do have some concerns about the effect federal civilian employee downsizing will 
have on this program when certain expectations for survivors have been established. We would like to 
acknowledge the work of the Tragedy Assistance Program for Survivors (TAPS) in this area as well. They 
have developed unique outreach to these families and hold support conferences to help surviving family 
members navigate what is a very difficult time with many unanswered questions. DoD and the VA must work 
together to ensure surviving spouses and their children can receive the mental health services they need 
through all of VA’s venues. We believe Congress must grant authority to allow coverage of bereavement or 
grief counseling under the TRICARE behavioral health benefit. The goal is the right care at the right time for 
optimum treatment effect. 

We are grateful the extended TRICARE Active Duty Dental benefit for survivors has finally been 
implemented. We were disappointed that TRICARE chose to use the date of implementation instead of the 
date the legislation was passed as the effective date for these families. 

The need for designated bereavement leave has been brought to our attention. Service members, 
especially those married to other service members, many times are not allowed the administrative leave 
necessary to finalize paperwork and other operations that may be required after the loss of a loved one, never 
mind the need to grieve. While this should seem to be straightforward, the recent introduction of non- 
chargeable adoption and paternity leave demonstrates the gentle nudge diat some commanders need to 
allow their service members the time to complete administrative tasks. The service member may then return 
to duty without the distraction of important tasks left undone. This leave would be at the discretion of the 
commander, as are the other two designated leaves. 

Recommend that grief counseling be more readily available to survivors as a TRICARE benefit. 
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Establish a designated bereavement leave policy to allow the surviving service member to complete 
required administrative tasks in a timely manner andfiilly return to duty more quickly. 

Our Association still believes the benefit change that will provide the most significant long-term 
advantage to the financial security of all surviving families would be to end the Dependency and Indemnity 
Compensation (DIG) offset to the Survivor Benefit Plan (SBP). Ending this offset would correct an inequity 
that has existed for many years. Each payment serves a different purpose. The DIG is a special indemnity 
(compensation or insurance) payment paid by the VA to the survivor when the service member’s service 
causes his or her death. The SBP annuity, paid by DoD, reflects the longevity of the service of the military 
member. It is ordinarily calculated at 55 percent of retired pay. Military retirees who elect SBP pay a portion 
of their retired pay to ensure that their family has a guaranteed income should the retiree die. If that retiree 
dies due to a service-connected disability, their survivor becomes eligible for DIG. 

Surviving active duty spouses can make several choices, dependent upon their circumstances and 
the ages of their children. Because SBP is offset by the DIG payment, the spouse may choose to waive this 
benefit and select the "child only” option. In this scenario, die spouse would receive the DIG payment and 
the children would receive the full SBP amount until each child turns 18 (23 if in college), as well as the 
individual child DIG until each child turns 18 (23 if in college). Once the children have left the house, this 
choice currently leaves the spouse with an annual income of $13,848, a significant drop in income from what 
the family had been earning while the service member was alive and on active duty. The percentage of loss is 
even greater for survivors whose service members served longer. Those who give their lives for their country 
deserve more fair compensation for their surviving spouses. 

We believe several other adjustments could be made to the Survivor Benefit Plan. Allowing payment 
of the SBP benefits into a Special Needs Trust In cases of disabled beneficiaries will preserve their eligibility 
for income based support programs. The government should be able to switch SBP payments to children if a 
surviving spouse is convicted of complicity in the member’s death. 

We believe there needs to be DIG equity with oflier federal survivor benefits. Currently, DIG is set at 
$1,195 monthly (43 percent of the Disabled Retirees Gompensation). Survivors of federal workers have their 
annuity set at 55 percent of their Disabled Retirees Compensation. Military survivors should receive 55% of 
VA Disability Compensation. We are pleased that the requirement for a report to assess the adequacy of DIG 
payments was included in the NDAA FY09. We are awaiting the overdue report. We support raising DIG 
payments to 55% of VA Disability Compensation. When changes are made, we ask Congress to ensure that 
DIG eligibles under the old system receive an equivalent increase. 

Imagine that you have just experienced the death of your spouse, a retired service member. In your 
grief, you navigate all the gates you must, fill out paperwork, notify all the offices required. Then, the 
overdrawn notices start showing up in your mailbox. Bills that you thought had been paid at the beginning of 
the month suddenly appear with “overdue” on them. Retirees are paid proactively, that is, they receive 
retired pay for the upcoming month, i.e. on May 31®*, a retiree receives retired pay for the month of June. 
Presently, the government has the authority to take back the full month’s pay from the retiree’s checking 
account when that retiree dies. Payment for the number of days the retiree was alive in the month is 
subsequently returned to the surviving spouse. The VA, on the other hand, allows the surviving spouse to 
keep the last month of disability pay. We support H.R. 493, which would allow the surviving spouse or family 
to keep the last month of retired pay to avoid financial penalties caused by the decrease of funds in a 
checking account. 
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Eliminate the DIC offset to SBP to recognize the length of commitment and service of the career service 
member and spouse. We support H.R. 178 and S. 260, which both provide for that elimination. 

Allow SBP benefits to be paid to a Special Needs Trust in cases of disabled family members. 

Increase DIC to 55 percent ofVA Disability Compensation. 

Provide for forgiveness of overpayments of retired pay paid to deceased retired members of the Armed 
Forces following their death. We support HJt. 493, “The Military Retiree Survivor Comfort Act” which 
provides for that forgiveness. 

Former Spouses, Abandoned Spouses 

On September 10, 2001, DoD released a report containing recommendations for improvements to 
the Uniformed Services Former Spouse Protection Act (USFSPA). While Congress has addressed one or two 
of the recommendations from the report in the ensuing 11 years, none of them have been passed. We endorse 
the TMC recommendation for a hearing on this important issue. 

We have also heard from a number of spouses who have been abandoned physically and financially. 
There can be many reasons for this, some related to behavioral health, some to inability of the families to 
reintegrate after many deployments. We intend to pursue this issue with DoD and the Services since it 
appears not to need a legislative fix. However, we do feel it is important enough to mention as a symptom of 
how our families and marriages are suffering after 11 years of war. 

Our Association recommends that legislative action be taken to implement recommendations of the DoD 
JRcport on the Uniformed Services Former Spouse Protection Act including: 

• Base the award amount to the former spouse on the grade and years of service of the member at 
time of divorce (not time of retiremenO; 

• Prohibit the award of imputed income while on active duty, which effectively forces active duty 
members into retirement; 

• Extend 20/20/20 benefits to 20/20/lS former spouses; 

• Permit the designation of multiple Survivor Benefit Plan (SBP) beneficiaries with the 
presumption that SBP benefits must be proportionate to the allocation of retired pay; 

• Eliminate the "lO-year Rule" for the direct payment of retired pay allocations by the Defense 
Finance and Accounting Service (DFAS); 

• Permit SPP premiums to be withheld from the former spouse’s share of retired pay if directed by 
court order; 

• Permit a former spouse to waive SBP coverage; 

• Repeal the one-year deemed election reguiremenf for SBP; and 

Assist DoD and the Services with greater outreach and expanded awareness to members and former 
spouses of their rights, responsibilities, and benefits upon divorce. 

Implementation of the Repeal of “Don’t Ask, Don’t Tell" 

We are ver}”^ pleased with the implementation of the repeal of “Don’t Ask, Don’t Tell”. We have 
heard from many gay and lesbian service members and their families about how accepted and welcomed 
they have felt by the military community. They are participating in support activities and accessing resources 
where they can. Our Association is pleased at the ongoing efforts by the DoD and the Services to monitor the 
implementation. We were heartened to read in the recent statement by Dr. Jo Ann Rooney, Acting Under 
Secretary of Defense for Personnel and Readiness about die formal monitoring process and the feedback 
they continue to get back from all service members. We are pleased DoD is engaged in a comprehensive 
review of the possibility of extending eligibility for additional benefits, when legally permitted, to same-sex 
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partners. The success of this implementation underlines the importance of careful planning and training 
when instituting controversial new policies. We congratulate DoD and the Services on its success. 

Military Families - Our Nation’s Families 

Bringing the troops home does not end our military’s mission or the necessity to support military families, 
especially their children, dealing with the long-term effects of more than a decade at war. Downsizing and 
budget cuts will present new challenges. The government should ensure military families have the tools to 
remain ready. Effective support for military families must involve a broad network of government agencies, 
community groups, businesses, and concerned citizens. 

Our Nation must continue to fund what works to support military families, protect the most vulnerable, and, 
above all, value their service. 
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Introduction 

Chairman Webb, Ranking Member Graham, and members of the Military Personnel 
Subcommittee. The National Association of Chain Drug Stores (NACDS) thanks the 
committee for the opportunity to submit a statement for today’s hearing on the FY2013 
Defense Authorization. 

NACDS represents traditional drug stores, supermarkets, and mass merchants with 
pharmacies - from regional chains with four stores to national companies. Chains 
operate more than 40,000 pharmacies and employ more than 3.5 million employees, 
including 130,000 pharmacists. They fill over 2.6 billion prescriptions annually, which is 
more than 72 percent of annual prescriptions in the United States. 

Community Pharmacies are the Most Readily Accessible Healthcare Providers 

Ninety-two percent of Americans live within five miles of a community pharmacy, 
making pharmacies among the most accessible healthcare providers. Local pharmacists 
play a key role in helping patients to take their medications as prescribed and offer a 
variety of pharmacist-delivered services to improve health quality and outcomes. With 
preventive immunizations and appropriate medication use, it is possible to reduce 
utilization of costly medical services such as emergency department visits and 
unnecessary physician visits. The proximity of community pharmacies to each and every 
American and pharmacists’ exceptional knowledge and training renders pharmacies 
uniquely positions to provide care for the American public. 

Pharmacist-Administered Vaccinations Improve Public Health 

Increasingly, local pharmacies are not only a reliable, convenient source for obtaining 
prescription drugs, but also a healthcare destination. For example, retail network 
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pharmacies now provide vaccinations to TRICARE beneficiaries. Recognizing the cost 
effectiveness of pharmacist-provided vaccinations, the Department of Defense (DoD) 
authorizes TRICARE beneficiaries to obtain vaccinations at a retail network pharmacy 
for a $0 co-payment. In its final rule expanding the authority of retail pharmacies to 
provide vaccinations, DoD estimated that in the first six month of the immunization 
program, it had saved over $1.5 million by having vaccinations provided through the 
pharmacy rather than the medical benefit (Federal Register, Vol. 76, No. 134, p. 41064). 
This cost savings did not take into consideration the savings from medical costs that 
would have been incurred in treating influenza and other illnesses, if TRICARE 
beneficiaries had not been vaccinated. In addition, DoD also noted in the final rule that 
“adding immunizations to the pharmacy benefits program is an important public health 
initiative for TRICARE, making immunizations more readily available to beneficiaries. 

It is especially important as part of the Nation’s public health preparations for a potential 
pandemic, such as was threatened last fall and winter by a novel HlNl virus strain. 
Ensuring that TRICARE beneficiaries have ready access to vaccine supplies allocated to 
private sector pharmacies will facilitate making vaccines appropriately available to high 
risk groups of TRICARE beneficiaries” (Federal Register, Vol. 76, No. 134, p. 41063). 

Medication Therapy Management Improves Health Outcomes and Reduces Spending 

Medication therapy management (MTM) is a distinct service or group of services that 
optimize therapeutic outcomes of medications for individuals based on their unique 
needs. MTM services increase medication adherence, enhance communication and 
collaboration among providers and patients, optimize medication use, and reduce overall 
healthcare costs. Increasingly, MTM services provided face-to-face by retail pharmacists 
is proving to be the most effective. For example, a recent study published in the January 
2012 edition of Health Ajfairs demonstrated the key role retail pharmacies play in 
providing MTM services to patients with diabetes. The study found that a pharmacy- 
based intervention program increased patient adherence and that the benefits were greater 
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for those who received counseling in a retail, face-to-face setting as opposed to a phone 
call from a mail order pharmacist. The study also suggested that an integrated, 
pharmacy-based program, including interventions such as in-person, face-to-face 
interaction between the retail pharmacist and the patient, contributed to improved 
behavior with a return on investment of 3 to 1 . 

Preserving Patient Access and Choice in the TRICARE Program 

As the Congress considers FY2013 Defense Authorization, NACDS urges consideration 
of policies that control spending while protecting patient choice and preserving access to 
local pharmacies. 

NACDS was disappointed to learn that the President’s Budget proposed further changes 
to co-payments and other policies that would further drive TRICARE beneficiaries out of 
their local pharmacies and to the TRICARE Mail Order Pharmacy (TMOP). There are 
strong incentives in place to encourage beneficiaries to use mail order. Additional 
changes were put in place in October 2011. Currently TRICARE beneficiaries can 
receive a 30-day supply of medication at a local pharmacy for co-payments of $5 
(generic), $12 (brand) or $25 (non-formulary brand), versus co-payments of $0 (generic), 
$9 (brand) or $25 (non-formulary brand) for a 90-day supply of medication from TMOP. 

The President’s FY201 3 budget includes even more draconian changes. In most cases, 
TRICARE beneficiaries will be unable to obtain non-formulary medications at their local 
pharmacy. Furthermore, cost sharing will increase to as much as $34 for a 30-day supply 
of a formulary medication at retail, and as much as $66 for a 90-day supply of a non- 
formulary medication at TMOP. 

In addition to unfairly penalizing TRICARE beneficiaries who prefer to use local 
pharmacies, NACDS believes this proposal is penny wise and pound foolish. Failure to 
take medications as prescribed costs the U.S. health system $290 billion annually, or 13% 
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of total health expenditures. Threatening beneficiary access to prescription medications 
and their preferred healthcare provider will only increase the use of more costly medical 
interventions, such as physician and emergency room visits and hospitalizations. 

NACDS supports cost savings initiatives that preserve patient choice. For example, the 
utilization of generic medications by TRICARE beneficiaries is low in comparison with 
other plans. According to Wolters Kluwer Health, in 2010, generic drugs were dispensed 
71.2% of the time by community pharmacies, compared with 56.1% by mail order. In 
contrast, for the TRICARE program, generic medications were dispensed 69.7% by 
community pharmacies, and 51% by TMOP. Modest increases in generic utilization by 
TRICARE beneficiaries would have a dramatic impact on the DoD budget. 

We also urge DoD to conduct a demonstration project on the effectiveness of medication 
therapy management (MTM) in improving patient medication adherence and reducing 
healthcare costs. The demo should target TRICARE beneficiaries with at least one 
chronic condition that accounts for high spending in TRICARE. Targeted beneficiaries 
should be eligible for MTM services at a TRICARE retail network pharmacy. Services 
should include a face-to-face comprehensive medication review as well as quarterly 
follow-up reviews as deemed necessary. Beneficiaries may opt-out of the MTM 
program, but those who elect to participate and comply with program recommendations 
will have cost sharing for maintenance medications waived while participating. 

Finally, we encourage Congress to consider the use of a “dmg-stock replacement” 
program for retail pharmacies, similar to the program currently in use by the TRICARE 
mail order pharmacy. NACDS believes using depot pricing for covered prescription 
drags provided through the retail pharmacy network would assist DoD in negotiating 
addition discounts from drag manufacturers, beyond the Federal Ceiling Price (FCP) 
discounts currently required by law. 
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Potential savings for the TRICARE program through these initiatives are significant. For 
example, use of a drug stock replacement program using depot pricing for retail 
prescriptions could result in savings of up to 30%. Since the Department of Defense 
spends an estimated $5 billion annually on prescription medications dispensed by retail 
pharmacies, the resulting savings could be as much as $1.5 billion. 

Conclusion 

Thank you for the opportunity to share our views. We look forward to working with you 
on policies that control costs and preserve access to local pharmacies. 
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The Reserve Officers Association of the United States (ROA) is a professional association of 
commissioned and warrant officers of our nation's seven uniformed services, and their spouses. ROA 
was founded in 1922 during the drawdown years following the end of World War I. It was formed as a 
permanent institution dedicated to National Defense, widi a goal to teach America about the dangers 
of unpreparedness. When chartered by Congress in 1950, the act established the objective of ROA to: 
"...support and promote the development and execution of a military policy for the United States that 
will provide adequate National Security.” The mission of ROA is to advocate strong Reserve 
Components and national security, and to support Reserve officers in their military and civilian lives. 

The Association’s 58,000 members include Reserve and Guard Soldiers, Sailors, Marines, Airmen, 
and Coast Guardsmen who frequently serve on Active Duty to meet critical needs of the uniformed 
services and their families. ROA’s membership also includes officers from the U.S. Public Health 
Service and the National Oceanic and Atmospheric Administration who often are first responders 
during national disasters and help prepare for homeland security. ROA is represented in each state 
plus departments in Latin America, the District of Columbia, Europe, the Far East, and Puerto Rico. 
Each department has several chapters throughout the state. ROA has more than 450 chapters 
worldwide. 

ROA is a member of The Military Coalition where it co-chairs the Tax and Social Security 
Committee. ROA is also a member of the National MilitaryA^eterans Alliance. Overall, ROA works 
with 75 military, veterans and family support organizations. 

President: 

Colonel Walker M. Williams III, USAF (Ret.) 202-646-7706 

Staff Contacts; 

Executive Director: 

Major General Andrew B. Davis, USMC (Ret.) 202-646-7706 

Legislative Director, Health Care: 

CAPT Marshall Hanson, USNR (Ret.) 202-646-77 1 3 

Air Force Director, 

To be filled 202-646-7758 

Army and Strategic Defense Education Director 

Mr. “Bob” Feidler 202-646-7717 

USNR, USMCR, USCGR, Retirement: 

CAPT Marshall Hanson, USNR (Ret.) 202-646-7713 

The Reserve Enlisted Association (REA) is an advocate for the enlisted men and women of the United 
States Military Reserve Components in support of National Security and Homeland Defense, with 
emphasis on the readiness, training, and quality of life issues affecting their welfare and that of their 
families and survivors. REA is the only Joint Reserve association representing enlisted reservists - all 
ranks from all five branches of the military. 

Executive Director 

CMSgt Lani Burnett, USAF (Ret) 202-646-7715 

DISCLOSURE OF FEDERAL GRANTS OR CONTRACTS 

The Reserve Officers and Reserve Enlisted Associations are member-supported organizations. Neither 
ROA nor REA have received grants, sub-grants, contracts, or subcontracts from the federal 
government in the past three years. All other activities and services of the associations are 
accomplished free of any direct federal funding. 
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INTRODUCTION 

The Reserve Officers Association and the Reserve Enlisted Association thank the Personnel 
subcommittee for the chance to present written testimony on behalf of the 1 . 1 million Ready 
Reservists affected by medical readiness, and for the retirees of the National Guard and Reserve 
who continue to be entitled to health care, The Associations also thank the Senate Armed 
Services committee as a whole for limiting adjustments to TRICARE Prime enrollment to only an 
increase at the same percentage as the retiree’s cost-of-living (COLA) rate. 

Yet, the Department of Defense (DoD) was not satisfied with last year’s increase to TRICARE, 
and has revisited this topic by proposing further increases. The challenge this year is reviewing 
these increases to TRICARE fees, prescription co-payments and the catastrophic caps, and the 
establishment of new enrollment structures for TRICARE Standard, and TRICARE for Life at a 
time when there is also a proposal to cut defense budgets. 

Both ROA and REA are disappointed that the Pentagon continues to make these 
recommendations unilaterally and to neither discuss cost sharing with the beneficiary 
associations, nor heed the sense of Congress as to what direction to take in making adjustments. 

We commend your committee on proactively working these health care issues ahead of proposed 
DoD language. Open communication is key to reducing the angst felt by the beneficiaries that 
would be directly affected. Further, the serving force is watching how the retirees are being 
treated to see how this or any administration “keeps the faith" with those who serve. 

ROA and REA also appreciate the reassurances that the serving members of the Reserve and 
National Guard who are TRICARE Reserve Select beneficiaries are excluded from any fee 
increases being considered just the same as active duty members and their families. 


EXECUTIVE SUMMARY 


Increasing the cost-share of DoD health care beneficiaries is admittedly an emotional issue. The 
nation and the Department of Defense are faced with ever increasing health care costs, but this is 
not simply a budgeting exercise. Because of the dynamics involved, this is an issue that should 
be resolved by involving all those who are concerned. Here is a summary of the key points as 
seen by tbe Reserve Officers Association (ROA) and the Reserve Enlisted Association (REA). 

Congress must maintain an oversight over DoD health care, preventing capricious fee 
increases to beneficiaries. 

TRICARE: 

Do not change the Catastrophic Cap of $3000. 

o If indexed, at no more than COLA adjustments. 

TRICARE Prime: 

Continue any adjustment to Prime enrollment based on COLA rates. 

Independently verify the current total cost of DoD health care benefits. Such an audit will 
permit Congress to validate proposals based on cost-sharing percentages. 

Do not link annual increases to the market-driven national health costs inflation rate, nor 
Federal Employee Health Benefits Plan (FEHBP). 


RESERVE STRENGTH. 
.RESERVE LIFE. 
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On Pharmacy Co-payments: 

Any higher retail pharmacy co-payment should not apply on initial prescriptions, but on 
maintenance refills only. 

- To keep co-payments lower, ROA and REA support a mandatory mail-order prescription 
refill, if an opt-out is permitted, 

TRICARE Standard: 

- No annual enrollment fee for DoD beneficiaries. 

o Should an enrollment fee be instituted - limit such an eruollment to only a one- 
time nominal administrative fee. 

No increase to Standard deductible. 

o Higher cost share is already being made by automatic increases to TRICARE 
Standard through the 25 % copayment as health care costs increase, 
o For individuals or families relying on Standard for medical treatment, it is a more 
expensive health plan than TRICARE Prime, 
o Should the Standard deductible be increased; by no more than COLA. 

Do not link annual increases to the market-driven national health costs inflation rate, nor 
Federal Employee Health Benefits Plan (FEHBP). 

- Decouple changes to TRICARE Standard deductible from TRS as Reservists pay more 
upfront. 

Reserve Health Care Initiatives: 

- Improve continuity of health care for all drilling Reservists and their families by: 

o Permitting active members in the Individual Ready Reserve (IRR) to buy-into 
TRICARE Reserve Select. 

o Allowing demobilized Retirees and Reservists involuntarily returning to IRR to 
qualify for subsidized TRS coverage. 

o Providing TRS coverage to mobilization ready IRR members; levels of subsidy 
would vary for different levels of readiness, 
o Improving post deployment medical and mental health evaluations and access to 
care for returning Reserve Component members, 
o Providing an option for Reservists where DoD pays a stipend to employers. 
Extend military coverage for restorative dental care following deployment to 90 days. 

- Permit beneficiaries of Federal Employee Health Benefit plan the option of subscribing to 
TRICARE Reserve Select. 

- Should any TRICARE fees be “tiered” do so by annual military retirement, as 

o Reserve Component member are paid about 1/3 less than active duty. 

TRICARE Retired Reserve (TRR) 

- Premiums are too high; to keep TRR viable, premiums must be reduced. 

GAO should audit the assumptions used for TRICARE Retired Reserve premiums. 


► RESERVE STRENGTH. 
LRESERVE LIFE. 
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TRICARE for Life: 

Implement no enrollment fee. 

Do not link atmual increases to the market-driven national health costs inflation rate, nor 
Federal Employee Health Benefits Plan (FEHBP). 

TFL beneficiaries are already paying Medicare Part “B”, which adds up to more than any 
other TRICARE beneficiary pays (except for gray area Reservists). In addition, there is 
means testing, which increase the expense for a number of retirees over age 65. 


DISCUSSION 


MILITARY HEALTH CARE - a shaky foundation. 

For a number of years, the Pentagon has spoken out about the rising costs of health care and the 
need for reform. This can be noted by statements illustrating that military health costs have 
increased such as “DoD medical costs have shot up from $19 billion in FY 2001 to $52.5 billion 
in FY 2012,” as made by Deputy Secretary of Defense William J. Lynn, III at a Senate Budget 
hearing last year. 

Health care costs now consume about nine percent of the DoD budget. Yet comparisons of health 
care costs are distorted by beginning with a peacetime starting point followed by a decade of war. 
Still judging from what has been said to both Congress and the press, it would seem that many in 
the Pentagon are attributing the increases in military health care to its retirees, especially those 
working second careers. A break out of beneficiary medical expense totals have not been 
provided by the Pentagon. 

This is why DoD needs to publish a breakdown of its OCO and baseline health care costs. The 
department has said it will cost a billion dollars to perfonn such an audit and won’t have anything 
before 2014. 

Congress needs to continue to ask the Pentagon for a financial breakdown. An independent audit 
by the Government Accountability Office (GAO) or another agency would allow Congress an 
opportunity to validate proposals based on financial benchmarks rather than DoD speculation. 

DoD officials continue to tout that “working-age retirees” (those younger than 65) should use 
their employer’s health care. The Congressional Budget Office predicts that if TRICARE fees go 
up, 60 percent of the savings would be from beneficiaries leaving TRICARE, providing the 
Pentagon with long sought after savings. There is fallacy in this argument. Recent changes to the 
TRICARE structure have only driven beneficiaries to TRICARE Prime which is more expensive 
for the Government. 

The Pentagon’s public campaign for health care reform has undercut its credibility with serving 
members, retirees and beneficiary associations in what has been said, what has been budgeted, 
and what still might be plarmed. 

The Reserve Officers Association was among the first associations to be open to a relook on cost 
sharing for TRICARE beneficiaries. Unfortunately, ROA’s position has grown less flexible as 
DoD demands have grown more costly to beneficiaries. 


I RESERVE STRENGTH. 
.RESERVE UFE. 




211 


[health care cost discussion J 

The Reserve Officers Association and the Reserve Enlisted Association would like to thank 
Congress for its continued involvement on DoD health care issues and hope it remain a leading 
partner on these issues. 

ROA and REA applaud the efforts by Congress to address the issue of increasing Department of 
Defense health care costs and its interest to initiate dialogue and work with both the Pentagon and 
the beneficiary associations to find the best solution. The time has come to examine the cost of 
TRICARE and the level of beneficiary contribution. 

It is important to sustain the DoD health care as a deferred benefit for our serving Active and 
Reserve Component members and their families. While retired, these beneficiaries have accepted 
risks and made sacrifices in their earlier military careers that have not been asked of the 
remaining 99 percent of the nation’s population. TRICARE fulfills an on-ping promise by the 
government for continued health care to those who have served or are serving. 

ROA and REA are committed to our membership to sustain this health care benefit. DoD, 
Congress and the beneficiary associations need to work together to find a fair and equitable 
solution that protects our beneficiaries and ensures the financial viability of the military health 
care system for the future. ROA and REA remain open to discussions on cost-sharing. 

Of concern is a proposal to index future increases. DoD suggests that cost indexing be based 
on the national health costs inflation rate. Military retirees face different health issues than the 
national average. Twenty to thirty years of physical training requirements makes it a healthier 
population than the nation as a whole. 

ROA and other associations are advocating that no change be made to the adjustments of the 
annual TRICARE Prime enrollment fee, allowing only an increase at the same percentage as the 
retiree’s cost-of-living (COLA). Cost of living is actually rising higher than what COLA adjusts 
for. 

The actual inflation rate is higher than how COLA is calculated. While COLA adjustment 
increased by 3.6 percent, everyday prices rose 7.2 percent in past year, according to the 
independent American Institute for Economic Research. The annuity pay for military retirees 
continues to fall behind inflation. 

Another proposal has been to adjust annual fees to what they would be if COLA adjustments had 
been made aimually since 1996. While this would make it almost 22 percent higher in FY-2012 
than the adjusted $560, it should be remembered that DoD did not seek fee increases for almost 
ten years, which is why ROA and REA don’t support such an adjustment. Retired beneficiaries 
should not be penalized for DoD’s inaction. 

Congress has already agreed to a COLA increase concept. It should not be tempted, as DoD did 
in the past, by a one year catch-up. Any retroactive COLA “catch-up” would need to be done 
over a period of years, but should also be adjusted for those years when COLA did not keep up 
with inflation. Taking all factors into accounL Congress should seek a quick fix. 

ROA and REA share the concern that any process used should be a fair and equitable approach 
where retiree’s won’t be overburdened. 
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I RESERVE COMPONENT HEALTH CARE DISCUSSION 


: 


The Pentagon views TRICARE as a health care plan, and Reserve TRICARE as a health care 
insurance. Because words create paradigm. Reserve health care is treated by DoD entirely 
different than active duty health care. The differences are easily noted: Active duty members 
enroll in a benefit with deductibles and co-payments; Guard and Reserve members “purchase” a 
premium based health plan. The following are suggested improvements. 

1. ROA and REA still hold concerns over the implementation of TRICARE for gray area 
retirees. Because DoD treated Reserve gray area retirees as a separate health care risk group, 
health care premiums proved higher than expected. Because of the expense, enrollment is low. It 
is likely just being used by those with health care problems, who can’t afford health care from 
other sources. If the program is not changed it will have a similar success to mobilization 
insurance. 

ROA and REA hope that the committee will request a Government Accountability Office 
review of the process that determined the published premium levels. 

2. Seamless Transition. Service members should not have to navigate through bureaucracy to 
receive care or benefits. Every time a Reserve Component member transitions into a new 
category of health care, he or she is required to reenroll in the new program. Even those who are 
beneficiaries of TRICARE Reserve Select (TRS) need to do an administrative transition between 
TRS, TRICARE once mobilized, into Transitional Assistance Management Program (TAMP) and 
back onto TRS. And once retired, there is additional transition into TRICARE Retired Reserve, 
and the latter TRICARE retiree health care. Add to this the additional health care provided by the 
Department of Veteran Affairs, and there are gaps in health care as a Reserve Component or 
family member moves between programs. 

3. Employer health care option: DoD could pay a stipend to employers of deployed Guard and 
Reserve members to continue employer health care during deployment. G-R family members are 
eligible for TRICARE if the members’ orders to Active Duty are for more than 30 days; but some 
families would prefer to preserve the continuity of their own health insurance. Being dropped 
from private sector coverage as a consequence of extended activation adversely affects family 
morale and military readiness and discourages some from reenlisting. Many G-R families live in 
locations where it is difficult or impossible to find providers who will accept new TRICARE 
patients. This stipend would be equal to DoD’s contribution to Active Duty TRICARE. 

ROA and REA continue to support an option for individual Reservists where DoD pays a 
stipend to employers 

4. Dental Readiness. Currently, dental readiness has one of the largest impacts on mobilization. 
The action by Congress in the F Y-20 1 0 NDAA was a good step forward, but still more needs to 
be done. 

The services require a minimum of Class 2 (where treatment is needed, however no dental 
emergency is likely within six months) for deployment. Current policy relies on voluntary dental 
care by the Guard or Reserve member. Once alerted, dental treatment can be done by the 
military, but often there isn’t adequate time for proper restorative remedy. 


RESERVE STRENGTH. 
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ROA and REA continues to suggest that the services are responsible to restore a 
demobilized Guard or Reserve member to a Class 2 status to ensure the member maintains 
deployment eligibility. 

Because there are inadequate dental assets at Military Treatment Facilities for active members, 
active families, and reservists, ROA and REA further recommend that dental restoration be 
included as part of the six month TAMP period following demobilization. DoD should cover 
full costs for restoration, but it could be tied into the TRICARE Dental program for cost and 
quality assurance. 

5. IRR Access to TRS: Not everyone who drills is eligible for TRS. All services offer drilling 
for points without pay. These members are in the IRR. The Navy has Voluntary Training Units 
that drill monthly. The Air Force and Army have non-paid Individual Mobilization Augmeritees 
(IMA). The Army also has a group within the IRR body that has agreed to mobilization during 
their first two years. 

The Army, the Marine Corps and the Navy have mobilized Reservists out of the Individual Ready 
Reserve. Under current law, unless these RC members are given an opportunity to join the 
Selected Reserve, they are not eligible to purchase TRS. 

ROA and REA feel that IRR members should be eligible for TRS (not TRR.) They could qualify 
if they sign an agreement of continued service and complete a satisfactory year of training md 
satisfy physical standards. A satisfactory year could be defined either by points or by training 
requirements, as defined by each Reserve Chief. 

ROA and REA recommend legislation to ailow IRR buy-in to TRICARE Reserve Select. 


I CONCLUSION 

ROA an REA reiterate their profound gratitude to the personnel subcommittee for addressing the 
health care issues. The process that we develop and what we decide upon this year for TRICARE 
fees and sustained benefits reflects not only our recognition of retired members for their service 
to the nation, but is a dedication to the warriors of the future. 

Service members deserve the best medical care that the nation can offer. Health care services are 
vital to keeping the nation’s military force strong and ready. As a deferred benefit, it serves as a 
recruiting as well as a retention tool, as the willingness of the young to serve will depend on how 
they perceive the treatment and appreciation given to earlier veterans. 

When a nation puts members of its military at physical risk from disease and traumatic injury, it 
absolutely owes them health care not health insurance. 

ROA and REA strongly urge that when all cost-sharing is finally taken into account, our 
beneficiaries must receive the DoD provided health care for which they are entitled. 


I RESERVE STRENGTH. 
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The FRA 

The Fleet Reserve Association (FRA) is the oldest and largest enlisted organization serving ac- 
tive duty, Reserves, retired and veterans of the Navy, Marine Corps, and Coast Guard. It is Con- 
gressionally Chartered, recognized by the Department of Veterans Affairs (VA) as an accrediting 
Veteran Service Organization (VSO) for claim representation and entrusted to serve all veterans 
who seek its help. In 2007, FRA was selected for full membership on the National Veterans’ Day 
Committee. 

FRA was established in 1924 and its name is derived from the Navy’s program for personnel 
transferring to the Fleet Reserve or Fleet Marine Corps Reserve after 20 or more years of active 
duty, but less than 30 years for retirement purposes. During the required period of service in the 
Fleet Reserve, assigned personnel earn retainer pay and are subject to recall by the Navy. 

FRA’s mission is to act as the premier “watch dog” organization on Capitol Hill in maintaining 
and improving the quality of life for Sea Service personnel and their families. The Association 
also sponsors a National Americanism Essay Program and other recognition and relief programs. 
In addition, the FRA Education Foundation oversees the Association’s scholarship program that 
presented awards totaling over $ 1 20,000 to deserving students last year. 

The Association is also a founding member of The Military Coalition (TMC), a 34-member con- 
sortium of military and veteran’s organizations. FRA hosts most TMC meetings and members of 
its staff serve in a number of TMC leadership roles. 

FRA celebrated 87 years of service in November 2011. For nearly nine decades, dedication to its 
members has resulted in legislation enhancing quality of life programs for Sea Services person- 
nel, other members of the uniformed services plus their families and survivors, while protecting 
their rights and privileges. CHAMPUS, (now TRICARE Standard) was an initiative of FRA, as 
was the Uniformed Services Survivor Benefit Plan (USSBP). More recently, FRA led the way in 
reforming the REDUX Retirement Plan, obtaining targeted pay increases for mid-level enlisted 
persoimel, and sea pay for junior enlisted sailors. FRA also played a leading role in advocating 
recently enacted predatory lending protections and absentee voting reform for service members 
and their dependents. 

FRA’s motto is: “Loyalty, Protection, and Service,” 


Certification of Non-Receipt 
OF FEDERAL FUNDS 

Pursuant to the requirements of House Rule XI, the Fleet Reserve Association has not received 
any federal grant or contract during the current fiscal year or either of the two previous fiscal 
years. 
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Synopsis 

The Fleet Reserve Association (FRA) is an active participant and leading organization in The 
Military Coalition (TMC) and strongly supports the recommendations addressed in the more ex- 
tensive TMC testimony prepared for this hearing. The intent of this statement is to address other 
issues of particular importance to FRA’s membership and the Sea Services enlisted communities. 

Introduction 

Mr. Chairman, the Fleet Reserve Association salutes you, members of the Subcommittee, and 
your staff for the strong and unwavering support of programs essential to active duty, Reserve 
Component, and retired members of the uniformed services, their families, and survivors. The 
Subcommittee’s work has greatly enhanced care and support for our wounded warriors and sig- 
nificantly improved military pay, and other benefits and enhanced other personnel, retirement 
and survivor programs. This support is critical in maintaining readiness and is invaluable to our 
uniformed services engaged throughout the world fighting the global War on Terror, sustaining 
other operational requirements and fulfilling commitments to those who’ve served in the past. 

Stop DOD Sequestration 

As mandated by the 201 1 Budget Control Act, failure of the Super Committee in 201 1 to de- 
velop a bipartisan plan to contain the growth of the national debt will force implementation of 
“sequestration” in January 2013 unless Congress intervenes. Failure to act will trigger across- 
the-board cuts with half coming from the Defense budget. FRA agrees with Secretary of De- 
fense, Leon Panetta, who said these cuts “would do catastrophic damage to our military, hollow- 
ing out the force and degrading its ability to protect the country.” Defense counts for 17 percent 
of the federal budget but will receive 50 percent of the Sequestration cuts. 

With the American military out of Iraq and the conflict in Afghanistan winding down, some are 
suggesting the possibility of a “peace dividend.” Although there have been victories in the War 
on Terror, there has been no peace treaty with terrorism and the additional $500 billion defense 
cuts beyond the cuts in the FY 2013 budget request could jeopardize essential military pay and 
benefit programs, which would negatively impact recruiting, retention and overall military readi- 
ness. For these reasons, FRA strongly supports the “Down Payment to Protect National Security 
Act” (S. 2065) sponsored by Senator Jon Kyi and a House bill (H.R. 3662) sponsored by HASC 
Chairman, Rep. Howard P. “Buck” McKeon. These proposals would amend the Budget Control 
Act by excluding the DoD budget from the first year of sequestration (2013). 

DoD has already identified over $450 billion in budget cuts over the next 10 years. While opera- 
tions are winding down in Iraq and Afghanistan, the Nation however, is still at war and slashing 
DoD’s budget further will not reduce the associated threats. 

Less than one percent of the population is shouldering 1 00 percent of the burden of maintaining 
our national security, and the punitive reductions mandated by sequestration would force major 
across-the-board cuts to all programs and could potentially threaten the All-Volunteer Force. 
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Budget Devalues Military Service 

FRA’s membership is especialiy concerned about the Administration proposed FY 20i3 budget 
which inciudes pians to drasticaliy increase existing TRICARE Prime enrollment fees, imple- 
ment new fees for TRJCARE Standard and TRICARE-for-Life beneficiaries, and increase phar- 
macy co-pays. If approved, fees would be tiered based on the beneficiary’s retired pay. These 
increases are a major concern to the entire military retiree commimity and since mid-February 
that concern has prompted nearly 1 1,000 messages to Capitol Hill via FRA’s web site Action 
Center. Our members are also concerned that the budget calls for the fees to be increased based 
on health care inflation after F Y 20 1 7. 

The budget also calls for a commission to study and propose changes to the military retirement 
system. This BRAC-like process would bypass the expertise of the Senate and House Armed 
Services Committees and only allow Congress an up-or-down vote on the commission’s recom- 
mendations. All Reservists responding to a recent FRA survey, and 97 percent of active duty par- 
ticipants ranked retirement benefits as a very important benefit. More than 1 ,000 current and for- 
mer service members participated in the survey. As Congress considers plans to reduce DoD 
costs by revamping the military retirement program, that benefit is particularly relevant to active 
duty and Reserve component personnel. Many current service members have expressed concern 
about the future of the retired pay and healthcare benefits they’ve been promised after they com- 
plete a career of military service. FRA appreciates SecDef Panetta assuring those currently serv- 
ing that they will come under the current retirement system, but wonders why there is no similar 
commitment for those who served in the past? 

The budget also requests an active duty and Reserve pay hike that is equal to the Employment 
Cost Index (ECI) only for FY 2013 and FY 2014, and makes deep cuts in Army and Marine 
Corps end strengths. 

FRA supports a defense budget of at least five percent of GDP that will adequately fund both 
people and weapons programs, and is concerned that the Administration’s spending plan is not 
enough to support both, particularly given ongoing operational commitments associated with the 
new defense strategy. 

Future spending on national defense as a percentage of Gross Domestic Product (GDP) will be 
reduced despite significant continuing war related expenses and extensive operational and na- 
tional security commitments. Wall Street Journal editorial writers noted, “Taken altogether, the 
(defense) budget could shrink by over 30% in the next decade. The Administration projects out- 
lays at 2.7% of GDP in 202 1 , down from 4.5% last year (which included the cost of Iraq and Af- 
ghanistan). That would put U.S. outlays at 1940 levels - a bad year. As recently as 1986, a better 
year, the U.S. spent 6.2% of GDP on defense with no detrimental economic impact. What’s dif- 
ferent now? The growing entitlement state. The Administration is making a political choice and 
sparing Social Security, Medicare and Medicaid, which are set to hit nearly 1 1% of GDP (with- 
out health care reform costs) by 2020.” 
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Make no mistake about the importance of these entitlement programs, however, DoD and VA 
benefits are also important and essential to maintaining that All Volunteer Force and our national 
security. 


TRICARE Fee Increases 

Health care benefits are important to every segment of FRA’s membership. The continued 
growth in health care costs is not just a military challenge but a challenge for the entire country. 
FRA believes that military service is a unique profession and notes minimal projected savings 
associated with DoD management efficiencies and other initiatives in FY 2013 and beyond, 
while retirees are targeted for major fee hikes. These proposed hikes follow the 1 3-percent mili- 
tary retiree TRICARE Prime increase imposed this year. 

Our members are also very concerned about a proposed new TRICARE-for-Life (TFL) enroll- 
ment fee beginning in FY 2013. This is viewed as another failure to honor commitments to those 
who served past careers in the military. These personnel pay Medicare Part B premiums and 
have not benefited Irom the significant pay and benefit enhancements enacted since 2000. 

The Association believes that military retirees have earned their TRICARE benefits with twenty 
or more years of arduous military service with low pay. As you know, many retirees believe that 
they were promised free health care for life. 

FRA strongly opposes premium increases for TRICARE beneficiaries* based on health care in- 
flation. The Consumer Price Index (CPI) is the basis for military retiree annual cost-of-living- 
adjustments (COLAs), the purpose of which is to maintain purchasing power for the beneficiary. 

Deputy Secretary of Defense Ashton B. Carter recently announced a plan to reform the Depart- 
ment of Defense’s (DoD) governance structure of the Military Health System (MHS) in an effort 
to improve efficiency and reduce costs, per provisions of the FY 201 2 National Defense Au- 
thorization Act. This is a step in the right direction, however, FRA continues to advocate for 
more extensive management reform and other department efficiencies as alternatives to shifting 
costs to retired TRICARE beneficiaries. 

Retirement Commission 

The Administration has proposed the creation of a BRAC-like commission to review and “re- 
form” the current military retirement system. Numerous studies and commissions have focused 
on the military retirement as an opportunity to reduce overhead costs for the Pentagon. The latest 
is the Defense Business Board (DBB) proposal to replace the current system with a 401 (k) plan 
similar to what corporations offer their employees. This concept has created significant anxiety 
in the career active duty community as noted above per a recent FRA online survey. As Congress 
considers plans to reduce DoD costs by revamping the military retirement program, that benefit 
is particularly relevant to active duty and Reserve component personnel. Many current service 
members have expressed concern about the future of the retired pay and healthcare benefits 
they’ve been promised after they complete a career of military service. 
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Since last October, FRA has noted strong opposition responses to its survey regarding proposals 
to “civilianize” the current military retirement system. More than 1 ,700 current and former ser- 
vice members responded and nearly 95 percent believe retiree benefits offer the most appeal if 
they were joining today. More than 80 percent of active duty and Reserve component respon- 
dents said they’d shorten their term of service if retirement benefits were changed to conform 
with the recommendations. 

FRA believes that military service is unlike any other career or occupation, and requires a unique 
retirement system. Career senior NCOs are the backbone of our military and their leadership and 
guidance are invaluable and a result of many years of training and experience. 

Wounded Warriors 

FRA believes post traumatic stress should not be referred to as a “disorder.” This terminology 
adds to the stigma of this condition, and the Association believes it is critical that the military do 
all it can to reduce the stigma associated with PTS and TBI. 

FRA also believes the Armed Services and Veterans Affairs Committees should remain vigilant 
regarding their oversight responsibilities associated with ensuring a “seamless transition” for 
wounded warriors transitioning from DoD’s Military Health System (MHS) to the Department of 
Veterans Affairs (VA). FRA strongly supports efforts to create a Joint Virtual Lifetime Elec- 
tronic Record (VLER) for every service member and believes this would be a major step towards 
the long-standing goal of a truly seamless transition from military to veteran status for all service 
members and would permit a DoD, VA, or private health care provider immediate access to a 
veteran’s health data. 

According to Navy Times editors, “Even before sequestration takes effect budget cuts have im- 
pacted the Office of Wounded Warrior Care and Transition Policy with the elimination of 40 
percent (44 positions) of the staff, and all 1 5 contract employees in the transition policy section 
that leaves only two full-time civilian employees.”’ Budget cuts have also resulted in the cancel- 
lation of the Virtual Transition Assistance Program (VTAP) website that was scheduled to re- 
place the current Turbo TAP website. FRA is concerned that these cuts could negatively impact 
transitioning wounded warriors. 

The Association also notes the importance of the Navy’s Safe Harbor Program and the Marine 
Corps Wounded Warrior Regiment (WWR) that are providing invaluable support for these per- 
sonnel. 


Suicide Rates 

Suicide in the military is a serious concern for FRA and the Association notes that active duty 
suicides have been reduced or at least leveled off, but suicides for non-active duty Reserve Com- 
ponent personnel are increasing. “More than 2,000 service members killed themselves in the past 
decade, including 295 in 2010 compared with 153 in 2001.”^ 


' Navy Times Editorial, January 16, 2012, Page 4 

^ ABC News, Rising Suicides Stump Military Leaders. September 27, 2011, Kristina Wong 
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Master Chief Petty Officer of the Navy (MCPON) Rick West testified on February 16, 2012 be- 
fore the House Military Construction, Veterans Affairs Appropriations Subcommittee (Mil- 
ConA'A) and stated that in 201 1 there were 51 Navy active duty suicides and seven Navy Re- 
serve suicides which represents an increase from 39 active duty suicides and six Reserve suicides 
in 2010. To reduce the suicide rate the Navy has implemented a multi-faceted approach with 
communication, training, and command support, designed to reduce individual stress and 
strengthen psychological health of Sailors. The Navy efforts fall within the scope of their broader 
family readiness programs. 

At the same hearing, Sergeant Major of the Marine Corps Micheal Barrett stated that in 201 1 
there were 33 Marine suicides and 171 failed suicide attempts. During the previous year, 37 Ma- 
rines committed suicide and there were 172 failed attempts. The Marines have deployed peer-to- 
peer suicide prevention training and are working with the DoD Suicide Prevention Office to im- 
plement the recommendations of the DoD Joint Task Force on the Prevention of Suicide. Despite 
these initiatives, suicides continue and efforts to address the reasons for suicides must continue 
to be a top priority. FRA appreciates the provision in the FY 2012 Defense Authorization Act 
that requires pre-separation counseling for Reservists returning from successful deployments. In 
addition, FRA supports Rep. Thomas Rooney’s bill (H.R. 208) that authorizes reimbursement for 
mental health counseling under TRICARE. 

COLA Adjustments 


Under current law, military retired pay cost of living adjustments are rounded down to the next 
lowest dollar. For many of these personnel, partieularly enlisted retirees, their retired pay is 
sometimes the sole source of income for them and their dependents. Over time, the effect of 
rounding down can be substantial for these personnel and FRA supports a policy change to 
rounding up retiree COLAs to the next highest dollar. 

Reserve Early Retirement 

A provision of the FY 2008 NDAA reduces the Reserve retirement age requirement by three 
months for each cumulative 90-days ordered to active duty. This is effective upon the enactment 
of the legislation (January 28, 2008) and NOT retroactive to October 7, 2001 and the Association 
supports “The National Guardsmen and Reservists Parity for Patriots Act” (H.R. 181) sponsored 
by the House Personnel Subcommittee Chairman, Rep. Joe Wilson, to authorize Reservists mo- 
bilized since October 7, 2001, to receive credit in determining eligibility for receipt of early re- 
tired pay. Since 09/1 1/2001 the Reserve Component has changed from a strategic Reserve to an 
operational Reserve that now plays a vital role in prosecuting the war efforts and other opera- 
tional commitments. This has resulted in more frequent and longer deployments impacting indi- 
vidual Reservist’s careers. Changing the effective date of the Reserve early retirement would 
help partially offset lost salary increases, promotions, 401 (k) and other benefit contributions. The 
Association urges support for this important legislation. 
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Retention Of Final Full Month’s Retired Pay 

FRA urges the Subcommittee to authorize the retention of the full final month’s retired pay by 
the surviving spouse (or other designated survivor) of a military retiree for the month in which 
the member was alive for at least 24 hours. FRA strongly supports “The Military Retiree Survi- 
vor Comfort Act” (H.R. 493), introduced by Rep. Walter Jones. 

Current regulations require survivors of deceased armed forces retirees to return any retirement 
payment received in the month the retiree passes away or any subsequent month thereafter. Upon 
the demise of a retired service member in receipt of military retired pay the surviving spouse is 
to notify the department of defense of the death. The Department’s financial arm (DFAS) then 
stops payment on the retirement account, recalculates the final payment to cover only the days in 
the month the retiree was alive, forwards a check for those days to the surviving spouse (benefi- 
ciary) and, if not reported in a timely manner, recoups any payment(s) made covering periods 
subsequent to the retiree’s death. The recouping is made without consideration of the survivor’s 
financial status. 

The measure is related to a similar pay policy enacted by the VA. Congress passed a law in 1996 
that allows a surviving spouse to retain the veteran’s disability and VA pension payments issued 
for the month of the veteran’s death. FRA believes military retired pay should be no different. 

Concurrent Receipt 

FRA supports legislation authorizing the immediate payment of concurrent receipt of full mili- 
tary retired pay and veterans’ disability compensation for all disabled retirees. The Association 
strongly supports Senate Majority Leader, Harry Reid’s “Retired Pay Restoration Act” (S. 344) 
and Rep. Sanford Bishop’s “Disabled Veterans Tax Termination Act” (H.R. 333). Both propos- 
als would authorize comprehensive concurrent receipt reform, and Rep. Gus Bilirakis’ “Retired 
Pay Restoration Act” (H.R. 303) would authorize current receipt for retirees receiving CRDP 
with a disability rating of 50 percent or less. 

FRA also strongly supports House Personnel Subcommittee Chairman Joe Wilson’s bill (H.R. 
186), that expands concurrent receipt for service members who were medically retired with less 
than 20 years of service (Chapter 61 retirees) and would be phased-in over five years. This pro- 
posal mirrors the Administration’s proposal from the 1 10th Congress. In 2008, Congress voted to 
expand eligibility for Combat-Related Special Compensation (CRSC) coverage to Chapter 61 
retirees and the proposed legislation would, in effect, extend eligibility for Concurrent Retire- 
ment and Disability Pay (CRDP) to all Chapter 61 retirees over five years. A less costly im- 
provement to pursue in an austere budget year would be fixing the so-called “glitch” for CRSC 
that result in compensation declining when the V A disability rating increases. 

Child Care 

Access to affordable, quality child care must be a high priority for all the military services. Ade- 
quate and reliable child care helps reduce stress on a military family that has one of the parents 
deployed. Sergeant Major of the Marine Corps Micheal Barrett testified before the House Mil- 
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ConA^A Appropriations Subcommittee on February 16, 2012 and stated that child care remains a 
high priority for that service. The Marine Corps provided 15,927 child care spaces in FY 2011, 
which reflects an 18 percent increase in capacity from FY 2010. The service developed a Child 
Development Program and Facility Master Plan, which reviewed child care capabilities and 
costs. The report will assist the Marine Corps in providing this benefit in a more efficient man- 
ner. MCPON Rick West stated at the same hearing that at the end of this year the Navy will 
complete its expansion efforts by adding 7,000 new child care spaces to meet the Office of Sec- 
retary of Defense (OSD) guidance to provide 80 percent of potential child care needs. This ex- 
pansion has reduced waiting times to three-months or less. 

Uniformed Services Former Spouses Protection Act (USFSPA) 

According to USA Today, “At the end of FY 201 1, the military divorce rate reached its highest 
level since 1999, as nearly 30,000 marriages were dissolved. The overall military divorce rate of 
3.7 percent edged out the most recent civilian (divorce) rate.”^ FRA urges Congress to review the 
USFSPA with the intent to amend the language so that the Federal government is required to 
protect its service members against State courts that ignore the Act. 

The USFSPA was enacted 30 years ago; the result of Congressional maneuvering that denied the 
opposition an opportunity to express its position in open public hearings. The last hearing, in 
1999, was conducted by the House Veterans’ Affairs Committee rather than the Armed Services 
Committee which has oversight authority for USFSPA. 

Few provisions of the USFSPA protect the rights of the service member, and none are enforce- 
able by the Department of Justice or DoD. If a State court violates the right of the service mem- 
ber under the provisions of USFSPA, the Solicitor General will make no move to reverse the er- 
ror. Why? Because the Act fails to have the enforceable language required for Justice or the De- 
fense Department to react. The only recourse is for the service member to appeal to the court, 
which in many cases gives that court jurisdiction over the member. Another infraction is com- 
mitted by some State courts awarding a percentage of veterans’ compensation to ex-spouses, a 
clear violation of U. S. law; yet, the Federal government does nothing to stop this transgression. 

There are other provisions that weigh heavily in favor of former spouses. For example, when a 
divorce is granted and the former spouse is awarded a percentage of the service member’s retired 
pay, the amount should be based on the member’s pay grade at the time of the divorce and not at 
a higher grade that may be held upon retirement. 

FRA believes that the Pentagon’s USFSPA study recommendations are a good starting point for 
reform. 


Housing 

FRA supports reform of enlisted housing standards by allowing E-7s and above to reside in sepa- 
rate homes, track the Basic Allowance for Housing (BAH) to ensure it is commensurate with ac- 


’ USA Today, Dec. 14, 2011. Military Divorce Rate at Highest Level Since 1 999 . Gregg Zoroya 
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tual housing costs, ensure adequate housing inventory and that housing privatization programs 
are beneficial to service membeis aixl their families. 

The Marines are the youngest and least married of the four services. F Y 20 1 2 was the last year of 
a five year barracks construction effort to replace and update faculties. The FRA notes that Ma- 
rines have 100,000 bachelor enlisted housing units. These projects were developed to meet 90 
percent of the housing requirements of 202,000 and will meet just less than 1 00 percent of the 
projected reduced end strength force. 

According to MCPON West during the above referenced testimony, the Navy is continuing to 
invest in Homeport Ashore Program to provide off-ship housing for junior Sailors who would 
otherwise live aboard ships. Despite multi-year efforts to address this issue, there are still 5,400 
single Sailors E-1 through E-4 living abroad ships while at their home ports. This program will 
finally eliminate aboard ship living at home port by FY 2016. 

The Navy has 3,500 &mily housing units that are inadequate and the service plans to reduce in- 
adequate housing firom the current 36 percent to 10 percent by FY 2017. The Marines have 
24,000 family homes (including PPV) and the FY 2013 budget provides $20 million to restore 44 
family homes. The Navy and the Marines have privatized 97 percent of their family housing and 
when their Public Private Venture (PPV) is complete the Navy will own less than 100 homes. 

Military Resale System 

FRA strongly supports adequate funding for the Defense Commissary Agency (DeCA) to ensure 
access to the commissary benefit for all beneficiaries. Since 2000, DeCA’s budget has remained 
flat in real dollars, meaning the agency has done more with less for the past 1 1 years. The Asso- 
ciation also strong supports the military exchange systems (AAFES, NEXCOM and MCX), and 
urges against revisiting the concert of consolidation. FRA instead urges a thorough review of the 
findings of an extensive and costly ($17 million) multi-year study which found that this is not a 
cost-effective approach to rutming these important systems 

Military Voting 

In the past two years, 47 states and the District of Columbia enacted laws to protect the voting 
rights of military and overseas citizens, according to a report recently released by the Pew Center 
on the States. These changes are associated with a provision in the FY 2010 NDAA that requires 
ail states to provide military voters with ballots no later than 45 days prior to each election, to 
ensure adequate time to complete and return them. The provision also allowed states and D.C. to 
transmit ballots to voters electronically and eliminated requirements for notarization and wit- 
nesses. FRA wants to express its appreciation for helping all deployed service members to be 
afforded the opportunity to vote. The Association recommends that this distinguished Subcom- 
mittee periodicdly conduct oversight hearings to ensure that deployed service members are not 
being disenfranchised. 


Conclusion 

FRA is grateful for the opportunity to provide these recommendations to this distinguished Sub- 
committee. 
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[Whereupon, at 3:39 p.m., the subcommittee adjourned.] 
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U.S. Senate, 

Subcommittee on Personnel, 
Committee on Armed Services, 

Washington, DC. 

CONTINUATION OF TESTIMONY ON THE ACTIVE, 

GUARD, RESERVE, AND CIVILIAN PERSONNEL PRO- 
GRAMS 

The subcommittee met, pursuant to notice, at 1:07 p.m. in room 
SR-232A, Russell Senate Office Building, Senator Jim Webb (chair- 
man of the subcommittee) presiding. 

Committee members present: Senators Webb, Blumenthal, 
Graham, Brown, Ayotte, and Vitter. 

Committee staff member present: Leah C. Brewer, nominations 
and hearings clerk. 

Majority staff members present: Jonathan D. Clark, counsel; 
Gabriella E. Fahrer, counsel; and Gerald J. Feeling, counsel. 

Minority staff member present: Richard F. Walsh, minority coun- 
sel. 

Staff assistant present: Jennifer R. Knowles. 

Committee members’ assistants present: Gordon Peterson, assist- 
ant to Senator Webb; Ethan Saxon, assistant to Senator 
Blumenthal; Brad Bowman, assistant to Senator Ayotte; Sergio 
Sarkany, assistant to Senator Graham; and Joshua Hodges, assist- 
ant to Senator Vitter. 

OPENING STATEMENT OF SENATOR JIM WEBB, CHAIRMAN 

Senator Webb. The hearing will come to order. 

The subcommittee meets today to continue to receive testimony 
from the military Services on military and civilian personnel pro- 
grams contained in the administration’s Defense Authorization Re- 
quest for Fiscal Year 2013 and the Future Years Defense Program 
(FYDP). 

I would like to begin this hearing by thanking everybody for ad- 
justing their schedules. As you have been informed, we have a se- 
ries of votes that will begin in approximately 1 hour. So I am going 
to summarize my statement, at the end of which I will have my 
full statement entered into the record. Then I think we previously 
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asked that the civilian assistant secretaries give a brief overview 
of theirs. All of the written statements will be entered into the 
record, and hopefully we can allow enough time for members who 
wish to ask questions to use this next hour in a fruitful manner. 

As always, the hearing record will be open until close of business 
tomorrow if there are written questions for the record for any of 
those of you who are here today. 

We have today the senior leaders responsible for military and ci- 
vilian personnel matters within the Services. We will discuss, as al- 
ways, the plans and programs for fiscal year 2013 and also specific 
budget items in furtherance of this subcommittee’s oversight re- 
sponsibilities. 

We have Hon. Thomas R. Lamont, Assistant Secretary of the 
Army for Manpower and Reserve Affairs; Hon. Juan M. Garcia III, 
Assistant Secretary of the Navy for Manpower and Reserve Affairs; 
Hon. Daniel B. Ginsburg, Assistant Secretary of the Air Force for 
Manpower and Reserve Affairs; Lieutenant General Thomas P. 
Bostick, USA, Deputy Chief of Staff G-1, U.S. Army; Vice Admiral 
Scott R. Van Buskirk, USN, Chief of Naval Personnel, U.S. Navy; 
Lieutenant General Robert E. Milstead, Jr., USMC, Assistant Com- 
mandant for Manpower and Reserve Affairs, U.S. Marine Corps; 
and Lieutenant General Darrell D. Jones, USAF, Deputy Chief of 
Staff for Manpower, Personnel and Services, U.S. Air Force. 

We had originally scheduled this hearing for a few weeks ago. At 
that time. General Milstead was recovering from some very serious 
surgery. We are pleased that you have successfully recuperated, al- 
though you might have been better off being able to avoid this 
hearing a couple of weeks ago. But we are very happy to have you 
with us today. General. 

As I stated at our oversight hearing with the Office of the Sec- 
retary of Defense (OSD) witnesses in March, we have some very se- 
rious challenges here. General Schwartz, Air Force Chief of Staff, 
called these challenges with personnel programs “the monumental 
defense issue of our time.” These challenges, as everyone knows, 
have been made more difficult by the Budget Control Act (BCA). 

Much of the subcommittee hearing last month was devoted to the 
TRICARE fee issue. I am not going to go into that in any detail 
today. Just suffice it to say that it is an issue of great concern to 
me and some other members on this subcommittee. 

We are concerned about the planned reduction of large numbers 
of military personnel, more than 120,000 across Service compo- 
nents. I have been able to have personal discussions with a number 
of you about that issue. It may come up again today. 

The Integrated Disability Evaluation System does not seem to be 
working. I have been able to have discussions again out of this 
hearing room with people about that. It is being implemented 
worldwide. There are some 23,000 servicemembers in the system, 
that at least by our count, are still awaiting some sort of resolu- 
tion. 

We are interested in examining the roles and opportunities for 
service by women. The Marine Corps, particularly, has had an in- 
teresting week in that regard. We will have a discussion about 
that. 
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Sexual assault prevention and response remain a priority, as al- 
ways, for our subcommittee. 

Another priority is the many discussions we have had regarding 
total force mix of military personnel. Department of Defense (DOD) 
civilian personnel, and contractors. This has come up a number of 
different times. It was a major part of our hearing last year. It will 
come up again today. 

Lastly, we continue to be interested in the DOD’s and the Serv- 
ices’ efforts to eliminate, reduce, and reallocate 140 general flag of- 
ficer positions and 150 Senior Executive Service positions. 

At the outset of the hearing, I think it is important for those of 
us who are on this end of the table to express our great apprecia- 
tion to all of you for what you and the people who serve alongside 
you do every day to make our country more secure and also to 
make DOD a better functioning place. 

At this time, I will enter my full statement for the record. 

[The prepared statement of Senator Webb follows:] 

Prepared Statement by Senator Jim Webb 

The subcommittee meets today to receive testimony from the Military Services on 
military and civilian personnel programs contained in the administration’s Defense 
Authorization Request for Fiscal Year 2013 and the Future Years Defense Program. 

With us today are the senior leaders responsible for military and civilian per- 
sonnel matters within the Services. We will discuss not only their plans and pro- 
grams for fiscal year 2013, but also specific budget items in furtherance of this sub- 
committee’s oversight responsibilities. We will begin marking up the 2013 defense 
bill in the next few weeks. Your statements and testimony today are extremely im- 
portant as we prepare for that important activity. 

Our witnesses today are: 

• The Honorable Thomas R. Lament, Assistant Secretary of the Army for 
Manpower and Reserve Affairs; 

• The Honorable Juan M. Garcia HI, Assistant Secretary of the Navy for 
Manpower and Reserve Affairs; 

• The Honorable Daniel B. Ginsberg, Assistant Secretary of the Air Force 
for Manpower and Reserve Affairs; 

• Lieutenant General Thomas P. Bostick, USA, Deputy Chief of Staff G- 
1, U.S. Army; 

• Vice Admiral Scott R. Van Buskirk, USN, Chief of Naval Personnel, U.S. 
Navy; 

• Lieutenant General Robert E. Milstead, Jr., USMC, Assistant Com- 
mandant for Manpower and Reserve Affairs, U.S. Marine Corps; and 

• Lieutenant General Darrell D. Jones, USAF, Deputy Chief of Staff for 
Manpower, Personnel and Services, U.S. Air Force. 

Lieutenant General Milstead, I understand you tried to avoid this hearing the 
first time by scheduling surgery. I am pleased that your plan failed, and we are 
happy to see you back in good health. 

As I stated at our oversight hearing with the Office of the Secretary of Defense 
witnesses in March, this subcommittee faces a very clear challenge this year as we 
address the need to control the increasing costs of personnel programs. General 
Schwartz, the Air Force Chief of Staff, called this challenge “the monumental de- 
fense issue of our time.” 

This challenge is made more difficult by the funding limitations imposed by the 
Budget Control Act. To comply with the discretionary funding caps, the administra- 
tion has made several proposals to reduce military personnel costs, including end 
strength reductions of more than 120,000 military personnel, limiting pay raises be- 
ginning in 2015, establishing a BRAC-like commission to conduct a comprehensive 
review of military retirement, and increasing TRICARE fees for military retirees 
and their families. 

Much of this subcommittee’s hearing last month was devoted to the TRICARE fee 
issue, and I won’t rehash that here. Suffice to say, I believe we have made a moral 
contract with servicemembers past and present to provide them a lifetime of medical 
care in exchange for a career of military service. The Department’s proposal to insti- 
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tute fees for TRICARE for Life, in my view, does not fully take into account other 
fee requirements that already are in place. 

We are also very concerned about the planned reduction of large numbers of mili- 
tary personnel — more than 120,000 — across all Service components. I want to hear 
from the personnel chiefs in particular about their plans to reduce the size of their 
forces, how they will ensure adequate dwell time, and how they will avoid the need 
to involuntarily separate soldiers, sailors, airmen, and marines. Our witnesses today 
are well aware that our men and women in uniform have sacrificed much on behalf 
of our Nation during the past decade. I specifically would like to know what force- 
shaping tools the Services must have in place to achieve force reductions in a com- 
passionate and sustainable manner. 

In a related issue, the Integrated Disability Evaluation System (IDES) does not 
seem to be working as initially planned. It is bureaucratic and timeconsuming. It 
has been fully implemented worldwide for some 15 months, and yet there are more 
than 23,000 servicemembers in the system according to the latest data provided to 
the committee. For the Army alone, its IDES population would equal six brigade 
combat teams. I would like to hear from the personnel chiefs their view of how this 
new evaluation system is progressing and what we can do to make it more efficient 
and fair. 

Many of us on the committee continue to be interested in examining the roles and 
opportunities for service by women. The Department recently proposed to Congress 
policy changes that would open more than 14,000 positions to women. Additionally, 
last week the Marine Corps announced opening a limited number of training slots 
in combat specialties to women, a significant departure from current restrictions. As 
our witnesses know better than anyone, for a variety of reasons, more than 75 per- 
cent of the Nation’s youth do not qualify for enlistment in the military. Maintaining 
unnecessary barriers to service of those who are qualified and motivated to serve 
magnifies the challenge in recruiting the most qualified individuals for service in 
the All-Volunteer Force. At the same time, this subcommittee has an obligation to 
ensure policy changes continue to move us in the right direction. I look forward to 
learning more from our witness today. 

Sexual assault prevention and response remain a priority for this subcommittee. 
Last year, we enacted a number of legislative provisions to assist victims of sexual 
assault. Additionally, Secretary Panetta recently announced several initiatives in 
this area, some of which may require legislation. I would like to hear what the Serv- 
ices are doing to reduce incidents of sexual assault in the military, prosecute offend- 
ers, and provide greater assistance to victims of such crimes. 

Another continuing priority is accounting for the total force mix of military per- 
sonnel, DOD civilian personnel, and contractors. At last year’s hearing, with all the 
same witnesses except for Admiral Van Buskirk, I asked how you account for civil- 
ian contractors when you build your manpower models. There was a good deal of 
difficulty in pinning down actual numbers. I would like to know how we have pro- 
gressed on addressing this issue since last year. 

Lastly, this subcommittee continues to be interested in the Department of Defense 
and the Services’ efforts to eliminate, reduce, and reallocate 140 general and flag 
officer positions and 150 Senior Executive Service positions. I would like to know 
what progress has been made in executing these reductions. 

I’m sure that we all agree that there is no greater responsibility for Congress and 
our military leaders than to care and provide for our servicemembers and their fam- 
ilies. That includes making careful, deliberate, and sometimes painful budget 
choices necessary to protect the viability of the All-Volunteer Force and to ensure 
our military remains the finest in the world. Tradeoffs must be made between what 
is nice to have and what we must have — not just in terms of weapons, planes, and 
ships, but most importantly in terms of our people. We must have the right number 
with the right qualifications and skills. 

I look forward to hearing your testimony about the health of your Services, mili- 
tary personnel and their families, and your assessment and counsel concerning the 
difficult choices ahead. As always, I encourage you to express your views candidly. 
Let us know how we can best assist our servicemembers and their families to en- 
sure that our military remains steadfast and strong. 

We will now hear opening statements from our witnesses. Given the number of 
witnesses, I ask that the witnesses keep their oral statements to 3 to 5 minutes. 
Their complete prepared statements will be included in the record. Following the 
opening statements, we will limit our questions to 7 minutes per round. I am going 
to call witness by Service, starting with the Army. 

Finally, I would like to note that this will be the last subcommittee hearing for 
Dick Walsh, minority counsel to the committee. Dick has been with the committee 
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for over 10 years and has made innumerable contributions always in a bipartisan 
fashion. We will miss him, and we wish him luck. 

We have received a statement from the Reserve Officers Association. If there is 
no objection, it will be entered into the record. 

Senator Webb. With that, Senator Graham, welcome. 

Senator Graham. Thank you, Mr. Chairman. I will just forgo an 
opening statement and look forward to receiving the testimony. 

Senator Webb. Thank you. 

We have received a statement from the Reserve Officers Associa- 
tion, and if there is no objection, that will be entered into the 
record. 

[The information referred to can be found at Appendix A:] 

Senator Webb. With that, we will start with Secretary Lament. 
Hopefully, you can summarize your statement in about 3 minutes 
or so. 

STATEMENT OF HON. THOMAS R. LAMONT, ASSISTANT SEC- 
RETARY OF THE ARMY FOR MANPOWER AND RESERVE AF- 
FAIRS; ACCOMPANIED BY LTG THOMAS P. BOSTICK, USA, 

DEPUTY CHIEF OF STAFF G-1, U.S. ARMY 

Mr. Lamont. I will try to do it in half of that, if you do not mind. 
I have truncated my lofty words and will rely upon our written 
statement. 

Senator Webb. Your written statement in full will be entered 
into the record. 

Mr. Lamont. Thank you. 

Chairman Webb, Senator Graham, and members of this sub- 
committee, thank you for taking the time to explore the issues that 
are so critical to the men and women in our All-Volunteer Army 
and to our national defense both today and in the future. 

It is an honor to serve as the Army’s Assistant Secretary for 
Manpower and Reserve Affairs. 

After a decade of war, the Army is poised to draw down both our 
military and civilian forces. We must do this smartly and compas- 
sionately. Thousands of individuals will transition out of military 
and civil service after serving faithfully and honorably. They will 
need the support of the Nation and deserve quality transition as- 
sistance. 

Wartime experiences over the past decade have taught us that 
we must have a total Army. The Army National Guard and Army 
Reserve provide 51 percent of the Army’s military end strength for 
around 16 percent of the base budget. We look forward to working 
with you to transform the Army National Guard and Army Reserve 
into an operational force that provides not only ready access to 1 
million trained soldiers but also an historic opportunity for our Na- 
tion to achieve the most cost-effective use of its Army. 

We are increasingly aware of the physical and emotional toll a 
decade of war has taken on our force, and we are committed to pro- 
viding quality assistance to soldiers and family members who are 
struggling with issues such as substance abuse, depression, post- 
traumatic stress disorder (PTSD), and sexual harassment and 
abuse. These issues affect readiness and weaken our force. The 
Army continues to take aggressive action to promote health, iden- 
tify and reduce risky behaviors, and prevent suicides. Further, at 
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all levels of the Army, we are reinforcing the Army value of respect 
in order to establish a climate where sexual harassment, sexual as- 
sault, and hazing will not be tolerated. 

While we transform to a smaller Army, we remain dedicated to 
improving readiness and building resilience in our soldiers, civil- 
ians, and families. The Army must not and will not sacrifice readi- 
ness as it draws down. We will emerge from the forthcoming budg- 
et reductions a leaner force but one still capable of and committed 
to meeting our obligations to the Nation, the American people, and 
the dedicated men and women who serve. Although our Army will 
become smaller in the coming months and years, we will preserve 
the quality of our All-Volunteer Force. This fighting force will re- 
tain the confidence and pride of the American people as it has for 
more than 236 years. 

I appreciate the support of the committee and your commitment 
to taking care of our soldiers, civilians, and families. The well-being 
of our force, regardless of its size, is absolutely dependent upon 
your tremendous support. 

Thank you very much. I look forward to your questions. 

Senator Webb. Thank you. Secretary Lament. General Bostick, 
your written statement will be entered into the record as well. I 
know you will be receiving some questions during the question pe- 
riod. 

[The joint prepared statement of Mr. Lament and General 
Bostick follows:] 

Joint Prepared Statement by Hon. Thomas R. Lamont and LTG Thomas P. 

Bostick, USA 

INTRODUCTION 

Chairman Webb, Senator Graham, distinguished members of this committee, 
thank you for the opportunity to appear before you on behalf of America’s Army. 
The U.S. Army is a values-based organization that exists to serve the American peo- 
ple, to defend the Nation, to protect vital national interests, and to fulfill national 
military responsibilities. We are now poised to execute an historic drawdown of both 
our military and civilian personnel, and we are proposing to do it in a deliberate 
and careful manner. Thousands of individuals will transition out of military and 
civil service and deserve quality transition assistance. 

While the future Army will be smaller, the Army is implementing a number of 
improvements in force structure and other capabilities to ensure it remains the best 
led, best-trained, and best-equipped land force in the world today and in the future. 
Our soldiers have performed superbly over the last 10 years of war, displaying the 
values, character and competence that make our Army second to none. We must not 
waver on our commitment to support all those who have served with courage, pride, 
and honor. 

Thank you for your steadfast commitment to ensuring that the needs of our sol- 
diers, their families, and our civilian workforce are met by supporting our personnel 
initiatives to ensure growth, sustainment and well being of our All-Volunteer Force. 

STRATEGIC OVERVIEW 

America’s Army, our soldiers, families, and civilians are strained by nearly a dec- 
ade of persistent conflict. More than 1.1 million soldiers have deployed to combat, 
impacting not only the soldiers, but their families as well. Additionally, Army civil- 
ians shoulder a majority of the Generating Force mission, and 30,000 civilians have 
deployed into harm’s way. Now we will transition to a smaller force, while con- 
tinuing to remain vigilant of new threats and prepare for new capabilities and re- 
quirements. 

To maintain an All-Volunteer Force of the highest quality soldiers and achieve our 
end-strength goal, the Army must responsibly balance force shaping across acces- 
sions, retention, promotions, voluntary and involuntary separations, and natural 
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losses. We should assist our soldiers and civilians who will transition from their 
military and civil service careers to employment in the private sector. 

One of the challenges we face is the nondeployable population. The disability sys- 
tem is not effective and we must continue to work on an efficient solution between 
the Services, DOD, and the Veterans Administration to streamline the disability 
system and improve coordination for health care, compensation, and benefits. The 
Army also continues to focus on assisting our soldiers and family members strug- 
gling with depression, substance abuse, and other Health of the Force issues. 

With the continued support of the American people and Congress, we remain com- 
mitted to the readiness, health and well being of our soldiers, civilians, and family 
members. As part of this effort the Army is also focused on wisely managing our 
resources in the health care arena. The Department of Defense (DOD) has also put 
forward a set of proposals to further reduce the rate of growth in health care costs — 
proposals that are aligned with our priorities. TRICARE is a superb health benefit — 
one of the best in the country — and appropriately so. Just as in all areas of the de- 
fense budget, we need to make decisions that preserve a strong benefit yet reflect 
the fiscal realities of the times. The proposals take care to exempt populations who 
have made the greatest sacrifices — those who are medically retired, and those fami- 
lies who have lost their loved one while serving on active duty. The changes pro- 
posed are also adjusted to reflect lower adjustments for those retirees with lower 
retirement pay. Most importantly, DOD continues to provide resources that improve 
the overall health system for our soldiers and their families. 

The American soldier is the centerpiece of everything we do in the Army. Our ef- 
forts must remain focused on the preservation of our most precious resource, our 
people. 


drawdown/end strength 

In keeping with the National Defense Strategy, the Army is building our future 
force to meet the Nation’s requirements. The Army is reducing its Active component 
end strength to 490,000 soldiers by fiscal year 2017. Based on Total Army Analysis 
of future requirements, the force structure effective in fiscal year 2017 requires an 
additional decrease of -24,000 enlisted soldiers and -5,000 officers beyond our cur- 
rent rate of attrition over this same period. The Army continues to reduce the addi- 
tional temporary end strength increase (TESI) of 22,000 soldiers, approved in 2009 
by the Secretary of Defense, and is on target to be at an Active component end 
strength of 552,100 by the end of fiscal year 2013. In fiscal year 2014, the Army 
will begin to take further steps to significantly shape the force toward the 490,000 
fiscal year 2017 goal. 

Our projected drawdown ramp allows for funding 490,000 of end strength in the 
base budget starting in fiscal year 2014 and beyond, with all other end strength 
supported by Overseas Contingency Operations (OCO) funding. This ramp allows for 
a steady enlisted accession mission of -57,000 and an Active Competitive Category 
officer mission of -4,300. Our strength projections incorporate additional soldier in- 
ventory, Temporary Endstrength Army Medical (TEAM), to mitigate impact of the 
Disability Evaluation System (DES) nondeployable soldiers. This TEAM end 
strength is assumed in fiscal year 2013 and fiscal year 2014 and fully eliminated 
by end of fiscal year 2015. 

In order to achieve expected end strength reductions, the Army expects to use var- 
ious types of separation authorities across all elements of the force (officer, enlisted, 
and civilian). In order to maintain America’s Army as an All-Volunteer Force of the 
highest quality, we are planning to execute the upcoming force reductions in a re- 
sponsible and targeted fashion while maintaining a ready force. Our soldiers have 
performed superbly over the last 10 years of war and have displayed the values, 
character and competence that made us successful. We value their service and sac- 
rifices, and will use precision, care, and compassion in achieving the end strength 
goal without jeopardizing combat operations. Under current loss rates, the Army 
will not be able to reach its end strength goal over the fiscal year 2013-2017 period. 
We are making use of reduced accession levels, promotion selectivity and tightened 
retention standards to help shape our force naturally. Through these processes, we 
expect to lose combat seasoned soldiers and leaders, but our focus will be on retain- 
ing the best individuals in the right grades and skills. 

The National Defense Authorization Act (NDAA) for Fiscal Year 2012 provides 
several incentive authorities that will help the Army encourage soldiers to separate 
over the drawdown period, along with the flexibility to apply them to meet specific 
grade and skill needs. We are developing cost data for potential use of Voluntary 
Separation Pay (VSP), Temporary Early Retirement Authority (TERA), and Vol- 
untary Retirment Incentive (VRI) pay, but will need to realign or request re- 
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programming of funds to support execution of these now existing authorities. Unfor- 
tunately, there is no single force shaping method among the choices of accessions, 
retention and separations, that will achieve the Army’s end strength goals, and 
there will be good soldiers who we will not be able to retain. As soldiers depart our 
active duty formations, the Army is committed to assisting them and their families 
as they transition to the Army Reserve, National Guard, or civilian life. 

To maintain an All-Volunteer Force of the highest quality soldiers and achieve our 
end strength, the Army must responsibly balance force shaping across accessions, 
retention, promotions, voluntary separations, involuntary separations, and natural 
losses. 


Total Military Personnel Resources - Base and CX30 Funding 


MilHary Personnel Account ($M)* 

FV 201 1 

FY 2012 

FV2013 1 

Personnel (AC. NGB & USAFI1 

64.953.5 

62.BB2.B 

63.300.6 

Medtcare-EltQft^e Retiree Health Care 

5.163.0 

5,085.4 

3,226.7 

Total 

70,116.4 

67,968.2 

66.527.3 


Temporery End Strength Increeee Request 


MHHarv Persortel, Army 

11.616 ! $1,076 1 K88 1 


' Includes Base Budget and OCO Funding 
•TESI funding Included m Military Personnel total 


TRANSITION ASSISTANCE STRATEGY 

Our Nation entrusts its best and brightest to the Army to support the All-Volun- 
teer force. Therefore, the Army has a responsibility to help our transitioning per- 
sonnel prepare for post-Army life by providing the training and tools to enable their 
success. We must help them use their Army training, education and experience to 
successfully return to civilian life and to become gainfully employed. Support 
through this transition process demonstrates the Army’s commitment to its soldiers 
and their families beyond their years of service. 

Some of the more than 130,000 soldiers who transition from the Army annually 
have difficulty finding employment. As of January 2012, 21 percent of our Gulf War 
II Veterans between the ages of 20 and 24 are unemployed while the national unem- 
ployment average for the same age group is 14 percent. Since 2001, the Army’s an- 
nual unemployment compensation costs have increased from $90 million to $574.5 
million in fiscal year 2011. As the Army executes force shaping in the 2014-2017 
timeframe, the number of personnel requiring transition training and counseling is 
expected to increase. 

Consequently, the Army is transforming the way we transition soldiers in order 
to give them the greatest opportunity for success after their military service. On Au- 
gust 29, 2011, the Army published a new Transition Policy, which encompasses 
transitions throughout the entire lifecycle of Service (e.g. permanent change of sta- 
tion, component change, promotion, schooling, deployment, demobilization and sepa- 
ration/retirement). In particular, this policy establishes Transition as a commander’s 
program; ensures every soldier begins mandatory transition counseling and plan- 
ning no later than 12 months before separating or demobilizing; mandates building 
a tailored plan for an individual’s needs which will have measurable outcomes; and 
expands virtual services for career and education counseling before, during, and 
after deployment. On December 29, 2011, the Army published an Execution Order 
focused on transition policy actions which will have an immediate and positive im- 
pact on soldiers preparing to separate from Active Duty, demobilizing Reserve com- 
ponent soldiers, and their families. 

The Army supports the White House Employment Initiative and the DOD/Depart- 
ment of Veterans Affairs (VA) Veterans Employment Initiative Task Force to de- 
velop reforms to ensure all transitioning servicemembers maximize their career 
readiness prior to separation in line with the newly enacted Veterans Opportunity 
to Work to Hire Heroes Act of 2011. With the Army’s new proactive approach to 
transition, we are connecting soldiers and veterans with career private industry em- 
ployment opportunities. The Army is working with the DODWA Task Force to help 
identify the best information technology application and functional capability to sup- 
port this employment initiative. 
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CIVILIAN REDUCTIONS AND HUMAN CAPITAL MANAGEMENT 

The Army is reducing civilian on-board strength, where necessary and appro- 
priate, in order to meet funded targets. This reduction will draw down civilian on- 
board strength in order to hold to fiscal year 2010 civilian funding levels. Head- 
quarters, Department of the Army Staff and all Army commands and agencies have 
conducted exhaustive reviews of programs and functions in order to identify specific 
functions, activities, and workload for elimination and/or reduction. 

On February 2, 2011, the Department of the Army suspended civilian employment 
offers for Operation and Maintenance, Army (OMA)-funded positions, with excep- 
tions for positions related to medical, law enforcement, safety, health, welfare, and 
contingency operations. Other exceptions to fill vacancies were approved at the De- 
partment of the Army headquarters level. The suspension was lifted on April 29, 
2011, and commands and agencies were directed to manage civilian and contracted 
workload within their targeted fiscal constraints. 

The Secretary of the Army issued implementation guidance to Army commands 
on July 11, 2011, informing them of their funded civilian authorization levels and 
an implementation order was issued on August 3, 2011. The $834 million reduction 
in OMA funding is associated with 8,741 reductions in direct hire civilian authoriza- 
tions. Commands and agencies will take immediate action to reduce civilian on- 
board strength as rapidly as possible, but no later than the end of fiscal year 2012. 
Our reshaping efforts are already assisting commanders and directors with reshap- 
ing efforts. 

The Assistant Secretary of the Army (Manpower and Reserve Affairs) and the As- 
sistant Secretary of the Army (Financial Management and Comptroller) have estab- 
lished business processes and reporting mechanisms to effectively align require- 
ments, authorizations, on-board strength and associated funding execution for the 
civilian workforce. Commands and agencies report monthly on the status of their 
civilian workforce reduction plans, the number of civilian reductions effected each 
month, the total number of reductions to date and the amount of OMA funding ex- 
pended on civilian payroll. In accordance with statutory restrictions and the Sec- 
retary of the Army’s instructions, service contracts will not be initiated in lieu of 
reduced civilian manpower, nor will existing contracts be modified to accommodate 
work formerly performed by civilian employees. 

To the maximum extent possible, the Army is rel3dng on voluntary departures and 
attrition to achieve the personnel reductions. Reshaping tools to effect voluntary de- 
partures include Voluntary Early Retirement Authority (VERA) and Voluntary Sep- 
aration Incentive Pay (VSIP). Other non-voluntary reshaping tools short of Reduc- 
tion In Force (RIF) may include release of temporary employees, separation of High- 
ly Qualified Experts (HQE), separation of re-employed annuitants, management-di- 
rected reassignments and furloughs. If these measures do not achieve the required 
civilian personnel levels, then a RIF may be considered. 

Several commands are releasing temporary employees, re-employed annuitants 
and HQEs. Many have also instituted internal hiring freezes, with recruitment out- 
side of the command requiring higher headquarters approval. Commands have of- 
fered VERA to employees willing to retire and/or VSIP to those willing to separate 
from the Federal Government. If further reductions are necessary, a RIF will be the 
last resort. As conditions change with regard to the size of the workforce, marginal 
adjustments will be made to these planned reductions at installations where such 
adjustments are warranted. 


Civilian Pay 

FY 20n 

FY 2012 

FY 2013 

($B) 

23.8 1 24.3 1 22.9 



Full-Time Equivalents (FTE) 

FY 20ir 

FY 2012* 

FY 2013* 

Army funded 

180,107 

157,670 

156,346 

External funded 

57,267 

87,783 

76,299 

Revolvinq fund 

27.947 

24,734 

23,537 

TOTAL 

265,321 

270,187 

256,182 

•Civilians funded by OCO and Civil Works appropriations which are not captured as any part of the 


Army’s budget submission. 
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RECRUITING AND RETENTION (OFFICER AND ENLISTED) 

Our soldiers are the Army’s most important resource, and our ability to meet the 
challenges of the current and future operational environment depends on our ability 
to sustain the All-Volunteer Force. Even as we drawdown the Army, we must con- 
tinue to bring high quality men and women into the force to grow our future lead- 
ers. We must also ensure that the Army retains the most talented soldiers with the 
skills necessary to meet our future needs. 

Despite the challenges of an ongoing conflict, the active Army and the Army Re- 
serve once again exceeded their enlisted recruiting and retention missions in fiscal 
year 2011. The Army National Guard intentionally under accessed in fiscal year 

2011 to avoid exceeding their congressionally mandated end strength limits. The ac- 
tive Army accessed the highest percentage of high school diploma graduates since 
fiscal year 1992 — increasing from 94.7 percent in fiscal year 2009 to 98.7 percent 
in fiscal year 2011. The Army met its skill-set needs, achieving over 99 percent Mili- 
tary Occupational Specialty (MOS) precision. The Army’s percentage of new enlisted 
soldiers with a high school diploma was well above historic rates for all three com- 
ponents. In addition, recruits scoring (50-99 percent) exceeded the DOD standard 
of 60 percent, while recruits who scored in the lower range (30 and below) on the 
Armed Forces Qualification Test decreased by 30 percent (from 281 to 199). Ineligi- 
bility waivers granted for enlistment and appointments declined by 4.46 percent 
from fiscal year 2010 to fiscal year 2011 as a result of being more selective and the 
improved recruiting environment. We are currently on track to achieve our fiscal 
year 2012 mission and expect to recruit half of the fiscal year 2013 annual mission 
into the entry pool by the end of fiscal year 2012. 

In fiscal year 2011, Combined Active Army (AC) and Army Reserve Component 
(RC) enlistment and reenlistment incentives (bonuses and education), totaled slight- 
ly over $1.39 billion. Entering fiscal year 2012, the combined Active and Reserve 
components will spend slightly over $1.19 billion (AC recruiting; $406 million), AC 
retention ($231 million), Army National Guard recruiting and retention ($455 mil- 
lion), USAR recruiting and retention ($274 million). A large part of the fiscal year 

2012 incentives budget is a result of obligations for enlistment bonuses occurring 
from fiscal years 2007-2010. As a result of lower recruiting missions and the favor- 
able recruiting environment, average Regular Army recruiting bonuses dropped 
from over $13,000 in fiscal year 2009 to $2,500 in fiscal year 2012. Enlistment and 
reenlistment bonuses are only used to incentivize longer-term enlistments in a small 
percentage of critical skills. These incentives ensure the success of the total Army 
recruiting and retention missions and shape the force to meet specific grade and 
skill requirements. The amount budgeted for contractual payments is anticipated to 
decrease until at least fiscal year 2015. 


Program Description ($M) 




AC Enlisted Army Incentives (EB, SRB, Ed Ben) 

557.9 

481.2 

443.1 

NGB Enlisted Army Incentives 

394.6 

449.6 

364.1 

USAR Eniisted Incentives 

271.2 

256.2, 

199.6. 

Total Army Enlisted 

1,223.8 

1,187.0 

1,006.7 


Totals may not add due to rounding 


Over the years through research, the Army has improved personnel assessment 
measures to more fully assess an individual’s potential to serve and predict a sol- 
dier’s success in job performance, attitudes, and career intentions. One valuable 
measure is the Tailored Adaptive Personality Assessment System (TAPAS). TAPAS 
was developed to enhance the selection of soldiers with Tier 1 credentials by screen- 
ing out low motivated, high attrition risk applicants. To date, more than 320,000 
Army and 96,000 Air Force applicants have tested on TAPAS. The Navy also started 
testing their applicants in late fiscal year 2011. Preliminary results in operational 
testing indicate that soldiers who pass the TAPAS screen have better retention and 
training outcomes than soldiers in the same Test Score Category who fail the 
TAPAS screen. 

Recruiting success is expected to continue in fiscal year 2012; however, the Army 
and the Nation still face challenges such as rising obesity rates and decreasing high 
school graduation rates as we recruit the All-Volunteer Force. As the pool of quali- 
fied 17-24 year old Americans continues to decline due to growing rates of obesity 
and decreasing rates of high school graduation, it will become more important for 
parents, teachers and business leaders to support a youth’s decision to join the 
Army. In today’s environment fewer than one in four 17-24 year-olds are eligible 
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to serve in the Army. More than 20 percent of high school students fail to graduate 
and 1 in 5 youths, 12-19 years old, are currently overweight, compared to 1 in 20 
in the 1960s. This trend is projected to grow to 1 in 4 by 2015. 

The Army must retain the flexibility to offer incentives to attract and retain tal- 
ent. The continued funding of these programs by Congress is absolutely critical to 
the Army. These incentives assist in shaping the force for both quality and specific 
talent required. 

The Army continues to retain soldiers at unprecedented levels, while engaged in 
the longest period of conflict for our All-Volunteer Force. The Army has surpassed 
its retention goal, every year since 2002. Soldiers reenlist for three top reasons: cur- 
rent command climate, job satisfaction, and the quality of life in the Service. Addi- 
tionally, retention rates within the last 24 months have been slightly higher than 
anticipated. 

In fiscal year 2011, the Active Army reenlisted 43,626 soldiers towards an annual 
mission of no less than 40,000 and no more than 45,000. Soldiers extending to com- 
plete deployments with their units represented an additional 7,346 extended con- 
tracts. The Army Reserve reenlisted 12,934 soldiers, exceeding their annual goals 
by 11 percent. The Army National Guard accomplished their mission as well by 
achieving 116 percent of their assigned mission, reenlisting 39,750 soldiers. 

During fiscal year 2011 and into fiscal year 2012, retention bonuses were carefully 
monitored and adjusted to ensure that the Army met its retention goals while re- 
maining fiscally responsible. As we posture for future reductions in the size of our 
force, the Army is using lessons learned from past reductions to ensure that today’s 
decisions maintain the viability of tomorrow’s All-Volunteer Force. Retention policies 
will emphasize retention of soldiers with high potential coupled with appropriate 
force alignment and structure. 

The Army’s programs to recruit and retain both officers and enlisted soldiers with 
critical skills have been effective. For enlisted soldiers, the Enlistment Bonus, the 
Selective Reenlistment Bonus, Critical Skills Retention Bonus, and the Student 
Loan Repayment Program are proven tools that remain effective for filling critical 
skills. 


DIVERSITY 

The diversity of our Army is a continuous source of strength as we recruit soldiers 
and Army civilians from an increasingly diverse America. We must take full advan- 
tage of opportunities to bring new ideas and expanded capabilities to the mission 
by reaching out to communities and building relationships that will support the 
Army’s human resource requirements. To this end, we have developed and imple- 
mented our first strategy for conducting outreach activities on an Army-wide basis. 
In this first year of execution, 9 commands are responsible for coordinating 25 out- 
reach events for the Total Army. The Army staff will coordinate an additional 10 
events for a total of 35 during 2012. Additional organizations and events will be 
added to the strate^ in the future. 

Our ability to be inclusive of the Nation’s diverse citizenry while sustaining a high 
performance Army requires the engagement of senior leaders and continuous diver- 
sity education throughout the Force. The Army Diversity Roadmap, published in De- 
cember 2010, outlines a unique approach to an enterprise-wide diversity initiative 
over the coming years and will guide our actions in the areas of leadership, people, 
structure and resources, training and education, and inclusive work environments. 
Within the Roadmap, we are implementing an intra-Army council of senior leaders 
to advise the Secretary and provide a forum for collaboration and sharing ideas in 
connection with implementation of the Army Diversity Roadmap and execution of 
related initiatives. In addition, the Council will facilitate delivering the diversity 
and inclusion message throughout the Army. 

Our initial diversity training and education efforts have focused on practitioners 
who support our commanders and other leaders. We have completed initial training 
for 560 Military Equal Opportunity (MEO) and Equal Emplo 3 mient Opportunity pro- 
fessionals, and followed up with materials to support unit-level instruction. Over the 
past 2 years, 300 general officers and civilian senior executives have completed a 
diversity education program. In this program Senior executives are presented with 
Army demographics and participate in experiential exercises that facilitate aware- 
ness and perspective. 

We will continue to invest in diversity education and inclusive leadership by 
seamlessly integrating the training for senior leaders into their initial leader devel- 
opment programs. Ultimately, we will also reach every soldier and Army civilian 
through the Army’s institutional professional development system. 



236 


We must position the Army to recruit, develop and retain the most talented peo- 
ple our Nation has to offer. Critical to our global mission is an understanding of 
the cultures, languages and social norms of the people in locations where we deploy 
as well as in our own ranks. This diversity initiative is integral to the Army’s long- 
term vision for human capital and our understanding of the human dimension of 
leadership and global engagements. 

OPERATIONALIZING THE RESERVES 

The wartime experiences of the past decade validate the need to institutionalize 
the policies, procedures and legal authorities conducive to achieving the most effi- 
cient utilization of the Total Force through maintaining the Army’s Reserve compo- 
nents as an “operational force.” Additionally, recent DOD strategic guidance advo- 
cates maintaining key capabilities within the Total Force by shifting certain capa- 
bilities to the Reserve components where they can be maintained at a high readi- 
ness level at lower overall cost. This strategy requires we continue to regularly em- 
ploy National Guard and Reserve Forces in support of our national strategy. 

To support an Operational Reserve, the Army included resources for the National 
Guard and Army Reserve within the fiscal year 2013 base budget, including addi- 
tional resources for collective training, full-time manning and medical/dental readi- 
ness. This required investment in readiness ultimately allows the Army to manage 
our Reserve components as an operational force. 

Towards that end, the NDAA for Fiscal Year 2012 provided the authority for 
Service Secretaries to place limited numbers of their Reserve component units on 
active duty as an operational force for certain preplanned missions in support of the 
combatant commands where the costs associated with such usage are contained in 
that year’s Defense budget. Additionally, the Secretary of the Army promulgated the 
Army’s Deployment Period Policy which established a common, 9-month period of 
deployment for General Purpose Forces at division-level and below. The policy also 
mandates common processes and procedures for validating pre-deployment readi- 
ness across the Total Force with a view towards integrating Active and Reserve 
Forces at the tactical level consistent with the Secretary of Defense’s policies for uti- 
lization of the Total Force. 

The Army National Guard and Army Reserve provide 61 percent of the Army’s 
military end-strength for around 16 percent of the base budget. Transforming the 
Army National Guard and Army Reserve into an operational force provides not only 
ready access to 1 million trained soldiers, but also an historic opportunity for our 
Nation to achieve the most cost-effective use of its Army. 

NONDEPLOYABLE CAMPAIGN PLAN 

As a result of more than a decade of war, the Army has experienced a dramatic 
increase in the number of soldiers who are unable to deploy. During the 4-year pe- 
riod from 2007 through 2011, the nondeployable rate for Brigade Combat Teams 
(BCTs) increased by nearly 60 percent, from -10 percent in hscal year 2007 to great- 
er than 16 percent in fiscal year 2011. The corresponding decrease in the overall 
deployable rate has required us to over-man deploying units so that BCTs deploy 
with the required combat strength. This has directly impacted the Army’s ability to 
properly man the generating force. As a result, the Army developed a comprehensive 
nondeployable campaign plan to analyze the three categories representing the high- 
est percentage of nondeployable soldiers: Medical, Separations [Expiration Term of 
Service/retirements], and Legal Processing. 

With the support of this Congress, we made signihcant strides this past year in 
the administrative categories; driving the overall rate down to 14 percent. Legisla- 
tion passed in 2011 authorizing 365-day early separation will enable the Army to 
increase the readiness of our deploying units as we backhh those separating with 
deployable soldiers. Soldiers with medical conditions remain a challenge, comprising 
nearly half of our nondeployable population. This population will continue to grow 
as we draw down, decreasing the overall population while retaining these non- 
deployable soldiers as they undergo medical evaluation. Our soldiers continue to be 
the cornerstone of our combat formations and as we draw down the force, we remain 
committed to providing top quality service to our soldiers and their families. There- 
fore, we have focused our efforts to reduce the number of medically nondeployable 
soldiers by creating a Disability Evaluation System (DES) Task Force that will rep- 
resent both medical non-deployable and DES initiatives. Through the collaboration 
of this multi-faceted Task Force, we can continue to man an expeditionary Army 
with soldiers who are deployable, while preserving the All-Volunteer Force. 
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THE ARMY DISABILITY EVALUATION SYSTEM 

The DES has made improvement over the last 4 years, as legislative changes and 
the new Army Disability Evaluation System (DES) have made the system less ad- 
versarial; provided greater consistency between Military and VA ratings; and re- 
duced the time it takes to start receiving VA benefits after separation. However, we 
are committed to improving the complex process. 

The current process takes almost 400 days to complete. Even if the Army were 
meeting DOD’s goal of 296 days, 10 months is simply too long for our soldiers and 
their families to wait while their future hangs in the balance. Currently the Army 
has more than 19,000 soldiers tied up in this process of disability adjudication; the 
equivalent of 5 Brigade Combat Teams sitting on the bench, not available or 
deployable, who must be replaced from other elements to meet operational and tac- 
tical requirements. As a result of the lengthy processing times, the DES continues 
to have a significant impact on Army readiness. More than 95 percent of these sol- 
diers depart from the Army once through the process. 

The Army is committed to doing everything it can to improve the current process. 
Our Senior Leadership meets monthly with our partners in the Department of Vet- 
erans Affairs to focus on the execution of the Army DES down to the installation 
level, identify performance issues, and share best practices in order to streamline 
the process. More recently the Army completed a Senior Leader assessment of the 
execution of the Army DES at installations across the Army. This assessment iden- 
tified specific actions required to enhance and standardize performance across the 
Army. Combined, these actions and standards will ensure our soldiers receive the 
needed support in a timely manner; provide the leadership at all levels visibility in 
order to adjust resourcing and assess efficiency; and help us improve Army Readi- 
ness by moving soldiers through the Army DES more expeditiously. 

We are working with DOD leadership, the other Services, and our partners in the 
Department of Veterans Affairs on improving the system and look forward to col- 
laborating with Congress on this issue. 

QUALITY OF LIFE/FAMILY PROGRAMS 

The strength of our Nation is our Army. The strength of our Army is our soldiers. 
The strength of our soldiers is our Families. Because of the tremendous sacrifices 
soldiers and families make every day, the Army is resolute in sustaining the impor- 
tant programs that enhance their strength, readiness, and resilience. 

The Army Family Covenant institutionalized the Army’s commitment to provide 
soldiers and their families with a quality of life commensurate with their level of 
service to the Nation. Army Senior Leadership signed the first Family Covenant in 
October 2007 and reaffirmed its tenets in October 2011. The Covenant represents 
our commitment to provide programs and services to soldiers, both single and mar- 
ried, and their families, regardless of component or geographic location. The Cov- 
enant recognizes the strength and commitment of soldiers and their families and es- 
tablishes a lasting partnership with Army families to enhance their strength, readi- 
ness, and resilience. 

We are committed to improving soldier and family readiness by continuing to 
build resiliency through strengthened soldier and family programs that are simple 
and easier to access; maintaining accessibility and quality of health care; sustaining 
high-quality housing for soldiers and families; maintaining excellence in school sup- 
port, youth services, and child care; promoting education and employment opportu- 
nities for family members; sustaining recreation, travel, and quality of life opportu- 
nities for single soldiers; and joining forces with communities to inspire support for 
soldiers and families. 
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Covenant Proqram $M 

FY 2011 

FY 2012 

FY2013 1 

Family MWR Command (FAPC) 

38.9 

35.1 

37.9 

Army Community Service 
(QACSA/FRA/QPSG) 

449.7 

414.2 

368.9 

Child Care Services (QCYS) 

392.1 

408.3 

441.0 

Youth Programs (QCYS) 

137.8 

152.5 

156.2 

Community Recreation (QDPC) 

269.8 

245.2 

288.0 

Family Pipgrams 

1,288.3 

1,255.3 

1292.0 

Voiuntary Ed/Tuition Asst (VACEA/ATA) 

399.9 

353.4 

368.7 

Supplemental/OCO 

49.1 

127.4 

57.3 

Total Family Programs 

1,737.3 

1,736.1 

1718.0 


ARMY MILITARY EQUAL OPPORTUNITY POLICY 

The Army is the leader in MEO policy and practice. Commanders at all levels are 
responsible for sustaining positive MEO climates within their organizations, thus 
enhancing Army Readiness. To remain relevant within the ever-changing environ- 
ment in which we operate, the Army is revising its MEO policy by integrating and 
institutionalizing equal opportunity goals, objectives and training practices. This ef- 
fort will strengthen the foundation of the Army’s Human Capital Strategy. Since fis- 
cal year 2009, the Army has invested $3.2 million to include $0.8 million in fiscal 
year 2011, and expects to invest another $2.1 million in fiscal year 2012 for MEO 
personnel services support, database and survey systems, outreach support, and 
training for implementation. 


WOMEN IN THE ARMY 

On January 13, 1994, the Secretary of Defense issued the Direct Ground Combat 
Definition and Assignment Rule. The rule remains in effect today and prohibits the 
assignment of women to units below the brigade level whose primary mission is to 
engage in direct combat on the ground. 

The Army’s current assignment policy (Army Regulation 600-13, 27 Mar 92) al- 
lows women to serve in any officer or enlisted specialty or position except in those 
specialties, positions, or units (battalion size or smaller) which are assigned a rou- 
tine mission to engage in direct combat, or which collocate routinely with units as- 
signed a direct combat mission. 

On March 2, 2010, in the context of a changing operational environment, with 
emerging requirements and missions, the Army initiated a routine cyclic review of 
its assignment policy for female soldiers. The purpose of the review was to assess 
the current Army policy alignment with DOD policy. The Army completed the cyclic 
review in March 2011 and submitted the results and recommendations to Army 
Senior Leadership for decision. Prior to making that decision, the NDAA for Fiscal 
Year 2011, section 535, directed the Secretary of Defense, in coordination with the 
Services, to review laws, policies, and regulations that restrict female 
servicemembers an opportunity to excel in the Armed Forces. 

The DOD review was completed in late January 2012 and released February 9, 
2012. The Army concurred with the other Services in the revision of the Direct 
Ground Combat Assignment Rule that eliminates gender-based assignment restric- 
tions to units and positions that are required to physically colocate and remain with 
direct ground combat units that are closed to women and to further align Army as- 
signment policy with that of DOD. In doing so, the Army opened approximately 
13,139 positions for the assignment of women. Additionally, we opened six MOS: 
three in Field Artillery and the remaining three closed specialties in the Logistics 
career field. We also requested and were granted a DOD exception to the Direct 
Ground Combat Assignment Rule that will authorize the Army to assign females 
to direct ground combat units below the brigade level. This limited exception allows 
assignment of female soldiers in select open specialties to serve in the battalion 
headquarters of select direct ground combat units. Each of these activities will take 
effect in late spring 2012. 

Women in the Army have and continue to serve this Nation with honor and dis- 
tinction in the roles, positions, units, and specialties in which they are allowed to 
serve. They have proven their ability to serve in expanded roles throughout the 
Army both on and off the battlefield. This review marks the beginning of a careful 
and deliberate effort to apply lessons learned by commanders over more than a dec- 
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ade of persistent conflict. The Army will continue to review positions and require- 
ments to ensure that all soldiers are provided opportunities to reach their full poten- 
tial and that we accomplish our missions with the most capable and qualified sol- 
diers. 

SEXUAL harassment/assault RESPONSE AND PREVENTION PROGRAM (SHARP) 

The Army’s goal is to eliminate sexual assault and sexual harassment through 
cultural change, thereby, creating a professional climate where every member of the 
Army family (soldiers, civilians, family members, and contractors) trusts their lead- 
ers to treat them with dignity and respect. 

The Army SHARP Program reinforces the Army’s commitment to reducing inci- 
dents of sexual violence while promoting sensitive care and confidential reporting 
for victims of sexual assault, and accountability for those who commit these crimes. 

The Army continues to implement a comprehensive “1. A.M. (Intervene, Act, and 
Motivate) Strong” Sexual Harassment/Assault Prevention Strategy and Campaign. 

The campaign is based on the same strategic framework and guiding principles 
used to execute a successful military initiative — Prevent, Shape and Win. The 
Army’s goal is to “Prevent” sexual assault and harassment before it occurs; “Shape” 
an Army culture that promotes dignity and respect; and “Win” an environment that 
improves prevention, investigation, and prosecution while reducing the stigma of re- 
porting. 

The program consists of a comprehensive policy that centers on awareness and 
prevention; training and education; victim advocacy; and response, reporting, ac- 
countability and program assessment. 

The Secretary of the Army and the Chief of Staff of the Army are strong advo- 
cates for the implementation of the SHARP Program. They consider SHARP an inte- 
gral part of the “Profession of Arms” in developing individual character and sup- 
porting the Warrior Ethos. 

In 2008 the Army launched a comprehensive sexual assault prevention strategy, 
which incorporates the ethical principles of the “Profession of Arms” and requires 
leaders to establish a positive command climate that clearly communicates sexual 
assault’s negative impact on the force and family members. The strategy further en- 
courages soldiers to engage in peer-to-peer intervention, and not tolerate behavior 
that could lead to sexual assault. 

This strategy consists of four integrated, cyclical phases that are designed 
to achieve true cultural change as we work to be the Nation’s leader in sex- 
ual harassment and sexual assault prevention: 

Phase I (Committed Army Leadership) provides training on best practices 
and allows commands the opportunity to develop prevention plans to sup- 
port the Army strategy. 

Phase II (Army-wide Conviction) includes educating soldiers to under- 
stand their moral responsibility to intervene and stop sexual assault and 
harassment. 

Phase III, which launched April 2011, is dedicated to “Achieving Cultural 
Change” and fosters an environment free from sexual harassment and sex- 
ual assault 

Phase rV, the final phase is “Sustainment, Refinement and Sharing.” 

This phase will be implemented beginning April 2013. Here, the prevention 
program will continue to grow while motivating national partners — govern- 
mental and nongovernmental organizations — to support our efforts in 
changing generally accepted negative social behaviors. 

The goal will be the reduction of sexual assault through primary prevention by 
creating an environment where people are not afraid to intervene as soon as condi- 
tions exist that could lead to sexual misconduct if left unchecked. 

The Army’s campaign commitment includes integrating sexual harassment and 
sexual assault prevention efforts; executing the SHARP transformation plan; pro- 
viding policies; training and education support to commands; and establishing pre- 
vention partnerships. 

The SHARP Program transition is occurring throughout the Army. Building on 
previous training, SHARP Mobile Training Teams (MTTs) have trained approxi- 
mately 7,900 of 17,000 command-selected program personnel on a prevention-fo- 
cused 80-Hour Program Certification Course. The course was approved by the Na- 
tional Organization for Victim Assistance in December 2011 and credentialed under 
the National Advocacy Credentialing Program. 

The Army applied $40 million from fiscal year 2009-fiscal year 2011 to increase 
investigative and prosecutorial capabilities by hiring 12 highly qualified experts in 
the field of prosecution and investigations and 23 additional special investigators. 
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The Judge Advocate General designated 16 special victim prosecutors and 5 Trial 
Counsel Assistance Program attorneys. Additionally, there are plans to add another 
seven Special Victim Prosecutors in fiscal year 2012. 

The U.S. Army Military Police School Special Victims Unit Course, Fort Leonard 
Wood, MO, has been selected as the DOD school house. In essence, the Army will 
serve as the DOD executive agent for sexual assault investigator training and the 
U.S. Army Military Police School will serve as the proponent for sexual assault in- 
vestigations training for DOD. 

The Army’s school house employs a unique advanced interview technique in its 
Special Victims Unit (SVU) Training Course. This technique is called the Forensic 
Experiential Trauma Interview, or FETI, which was developed by the Army SVU 
lead instructor. This new interview technique combines the best of child forensic 
interview techniques along with the principles of critical incident stress debriefings 
and new neurobiology research to obtain not just the who, what, why, when, where, 
and how of the incident, but also the three dimensional experiential aspect of the 
crime. This process solicits and documents critical forensic physiological evidence. 
Based on feedback from the field this new technique has already shown to be sub- 
stantially more effective in obtaining information and substantially more beneficial 
evidence which enhances our ability to prosecute sexual assault cases. The FETI 
technique is also being trained by our Army trainers to Federal, State, and local 
civilian agencies and has been embraced as a promising best practice. 

The SVU course is not only taught by USAMPS and USACIDC experts, but is also 
augmented by other nationally recognized experts as well as legal instructors from 
the Army Trial Counsel Assistance Program. Agents from DOD Inspector General, 
Naval Criminal Investigative Service, and Air Force Office of Special Investigations 
have already begun training at the SVU course. Army prosecutors will also begin 
attending the SVU course in April of this year to foster additional synergy and un- 
derstanding between our CID Special Agents and prosecutors. We have developed 
a plan to include prosecutors from other DOD Services beginning in fiscal year 2013. 

Additionally, the Army is continuing in its efforts to ensure attorneys in the 
Judge Advocate community are receiving the most up-to-date training so they are 
properly equipped to investigate/prosecute sexual assault cases. Judge Advocates 
who are selected to serve as Special Victims Prosecutors based on their skill and 
experience in the courtroom, are required to attend a 2-week Career Prosecutors 
Course at the National District Attorneys Association in South Carolina; a 1-week 
Essential Strategies for Sexual Assault Prosecutions; and 2-weeks of on-the-job- 
training with a designated civilian district attorney’s office, special victims in var- 
ious other locations. 

The Army is currently providing $3.5 million to support Judge Advocate prosecu- 
tion and defense capability improvements, to include policy development, case man- 
agement, training and education. DOD is supporting the Army’s investigation/pros- 
ecution training efforts with an additional $1.3 million in funding. 

Based on recent congressional. Office of the Secretary of Defense, and Army direc- 
tives, the Army is revising its policy and program requirements to effectively expand 
the program to additional beneficiaries such as family members 18 years of age or 
older, DOD civilians serving overseas and Deployed DOD contractors deployed into 
combat zones, while finalizing a plan to meet the NDAA for Fiscal Year 2012 re- 
quirements. Concurrently, the Army is revising its comprehensive training and edu- 
cation program that began in fiscal year 2004 and remains flexible to meet new leg- 
islative and military direction. 

The Army is working with DOD leadership to ensure the manpower and funding 
required to address the programmatic changes stipulated in the NDAA are ade- 
quately addressed. 


$M 




SHARP (Sexual Harassment) 

28.6 

25.3 

J 46.3 1 


HEALTH PROMOTION, RISK REDUCTION AND SUICIDE PREVENTION 

The Army continues to take aggressive actions to promote health, identify and re- 
duce risky behaviors, and prevent suicides. Utilizing a holistic approach, increased 
emphasis has been placed on developing and implementing targeted training pro- 
grams as well as funding for support programs that impact the entire Army Family. 

The key elements of the Army’s approach are: ensuring that all soldiers have 
prompt access to quality behavioral health care; increased screening and docu- 
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mentation of mild traumatic brain injuries; and improved leader awareness of high- 
risk behavior. As conclusions are derived from ongoing studies, such as the Army 
Study to Assess Risk and Resilience in Servicemembers (Army STARRS), the largest 
BH epidemiological study that the Armed Forces has ever undertaken, appropriate 
leadership decisions will follow to capitalize on the outcomes. The Army has in- 
creased screening efforts to improve diagnosis and treatment for soldiers through 
the Post-Deployment Health Assessments, standardized screening protocols for 
those exposed to concussive events and implemented the “Pain Management Task 
Force” to appropriately manage the use of pain medications and adopt best practices 
Army-wide. 

The dramatic increases in suicides experienced from 2006 to 2010 leveled off in 
calendar year 2011 and were down slightly from their record year in 2010. It is im- 
portant to note, however, that suicides by soldiers on Active Duty increased while 
those by soldiers not on Active Duty decreased. There were 165 suicides by Active- 
Duty soldiers during 2011, an increase from 169 suicides in 2010. However, a sig- 
nificant decrease was observed for Not-on-Active Duty members of the Army Re- 
serve and National Guard, with 115 suicides during 2011 compared to 146 in 2010. 
This represents a decrease of 25 suicides over the 2010 report. 

The Army released the Army 2020 Generating Health and Discipline in the Force 
Ahead of the Strategic Reset Report 2012. Referred to as the Army Gold Book, the 
report is an update to the Army Health Promotion, Risk Reduction, Suicide Preven- 
tion Report, 2010. It summarizes the progress made in enhancing the health, dis- 
cipline and readiness of the Force and it represents the next phase in the Army’s 
ongoing campaign to counter the stress associated with more than a decade of war. 
The Gold Book is designed to educate leaders, illuminate critical issues that still 
must be addressed, and provide guidance to those grappling with these issues on 
a day-to-day basis. It candidly addresses the challenges that leaders, soldiers and 
families currently face, while providing a thorough assessment of what the Army 
has learned with respect to physical and behavioral health conditions, disciplinary 
problems, and gaps in Army policy and policy implementation. The Army is com- 
mitted to ensuring the entire Army Family has access to the training and resources 
necessary. 


$M 

■ FY2011 

FY 2012 

FY2013 1 

HP/RR/SP (suicide) 

1 41 .038 

45.480 

1 53.736 1 


ARMY SUBSTANCE ABUSE PROGRAM 

More than a decade of war has created symptoms of stress for our soldiers, includ- 
ing an increase in alcohol and drug abuse. The Army Substance Abuse Program 
(ASAP) is a commander’s program that uses prevention, education, deterrence, de- 
tection, and rehabilitation, to reduce and eliminate alcohol and drug abuse. It is 
based on the expectations of readiness and personal responsibility. 

In March 2010, the Army conducted a counselor requirements analysis based on 
each installation’s average daily client census with a ratio of 1 counselor for 30 pa- 
tients. Patient caseload was as high as 60 patients per counselor at some installa- 
tions. The 1:30 ratio is an accepted ratio based on literature and counselor input. 
Appl 3 dng this ratio yielded a requirement of 563 counselors assuming a 20 percent 
growth in number of patients. 

An Army priority in this area includes the hiring of more counselors. There is a 
finite pool of qualified substance abuse counselors nationwide and the Army is com- 
peting for this scarce talent with private industry, the Veteran’s Administration and 
State and local governments. As of January 1, 2012, the Army has hired 500 of the 
563 counselors needed. The Army is increasing the use of recruiting, relocation, and 
student loan reimbursement incentives to attract more qualified candidates, and is 
developing a ASAP Counselor Internship Program which will allow students with 
Masters degrees to work in a supervised internship for up to 2 years as they attain 
their licenses and substance abuse counselor certifications. 

The Confidential Alcohol Treatment and Education Program (CATEP), began in 
July 2009 and offers confidential alcohol treatment to qualified soldiers. For these 
soldiers, the chain of command is not informed of the soldiers enrollment as was 
previously customary. This pilot program was initially offered at Fort Lewis, Fort 
Richardson, and Schofield Barracks. An initial assessment was conducted in March 
2010, and the Secretary of the Army directed that the pilot be expanded to include 
Forts Carson, Riley, and Leonard Wood. 
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The initial assessment showed moderate success in attracting soldiers and placed 
more career NCOs and younger officers into treatment. Soldiers who participated 
in CATEP were very positive about the opportunity to take care of their issues with- 
out commander knowledge and were more motivated as patients. Some soldiers in- 
formed their commanders about their enrollment and these commanders had a high 
acceptance of the program. The program was assessed again during July 2011. The 
results showed that many soldiers with an alcohol abuse or dependency diagnosis 
had walked away from treatment when asked to change their behaviors. After care- 
ful consideration, the VCSA directed implementation of several improvements to the 
pilot and consideration of the use of a contract for soldiers interested in CATEP, 
with the proviso that non-compliance with treatment would result in mandatory 
placement in the Command ASAP. The pilot will be assessed again in April and 
May 2012, after which the Secretary will decide whether to expand the CATEP to 
the remainder of the Army. To date 1,129 soldiers sought CATEP treatment and 
784 were/are enrolled. 


$M 

FY 2011 

FY2012 FY2013 I 

ACSAP 

36.4 

109.5 11.0 


CONGRESSIONAL ASSISTANCE 

As the Army prepares for reductions in the force, we will need congressional sup- 
port to drawdown accurately and efficiently while maintaining readiness. The Army 
continues to work with the various parties to improve the physical disability system, 
so that our servicemembers receive the transition they deserve. The continued sup- 
port of Congress for competitive military benefits and compensation, along with in- 
centives and bonuses for soldiers, their families, and for the civilian workforce is 
critical in helping the All-Volunteer Army confine to recruit, retain, and support the 
highest caliber of individuals. 


CONCLUSION 

We have invested a tremendous amount of resources and deliberate planning to 
preserve the All-Volunteer Force. People are the Army, and our enduring priority 
is to preserve the high quality, All-Volunteer Force — the essential element of our 
stren^h. 

While we transform to a smaller Army, we remain dedicated to improving readi- 
ness, and building resilience in our soldiers, civilians, and their families. The Army 
will not sacrifice readiness as it draws down. We must draw down wisely to pre- 
serve the health of the force or prevent breaking faith with the brave men and 
women who serve our Nation. The Army has gained the trust of the American pub- 
lic more now than at any other time in recent history, while fulfilling our respon- 
sibilities toward those who serve. 

The well-being of our force, regardless of its size, is absolutely dependent upon 
your tremendous support. The Army is proud of the high caliber men and women 
whose willingness to serve, is a credit to this great nation. To conclude, I wish to 
thank all of you for your continued support, which has been vital in sustaining our 
All-Volunteer Army through an unprecedented period of continuous combat oper- 
ations and will continue to be vital to ensure the future of our Army. 

Chairman Webb, and members of the subcommittee, I thank you again for your 
generous and unwavering support of our outstanding soldiers, civilian professionals, 
and their families. 

Senator Webb. Secretary Garcia, welcome. 

STATEMENT OF HON. JUAN M. GARCIA III, ASSISTANT SEC- 
RETARY OF THE NAVY FOR MANPOWER AND RESERVE AF- 
FAIRS; ACCOMPANIED BY VADM SCOTT R. VAN BUSKIRK, 

USN, CHIEF OF NAVAL PERSONNEL, U.S. NAVY; AND LT.GEN. 

ROBERT E. MILSTEAD, JR., USMC, ASSISTANT COMMANDANT 

FOR MANPOWER AND RESERVE AFFAIRS, U.S. MARINE 

CORPS 

Mr. Garcia. Thank you, Senator. I also will be short. 
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Chairman Webb, Senator Graham, and distinguished members of 
the subcommittee, thank you for the opportunity to speak about 
the sailors, marines, and civilians who comprise the Department of 
the Navy. 

There have been many successful changes in the Department of 
the Navy since I testified before you last spring. We have 23 female 
officers assigned to submarines, with more being assigned in the 
very near future. 

Last year I spoke of new Navy Reserve Officers Training Corp 
(ROTC) units at Arizona State University and Rutgers. This year 
I am pleased to report that we are expanding our ROTC presence 
at Harvard, Yale, and Columbia as part of our goal to make naval 
service a viable option for the young men and women from all re- 
gions and all segments of society. 

In addition to ensuring our manpower and personnel policies 
meet our country’s security requirements, it is my honor and privi- 
lege to represent and advocate for the more than 800,000 sailors, 
marines, and civilian employees. We are always prepared to re- 
spond to the needs of our Nation. 

Both sea services will strive to meet their operational require- 
ments with as an efficient a force as possible. For the Navy, this 
means continuing to move sailors from shore support functions to 
sea duty to enhance operational readiness. Such a shift not only 
means fewer sailors will be available for important work ashore, 
but also that sailors will, on average, spend more time at sea away 
from their families. For the Marine Corps, the reduction of nearly 
20,000 in end strength coincides with the planned withdrawal from 
Afghanistan. 

Our highest priority remains the care and recovery of our wound- 
ed, ill, and injured servicemembers. The Department of the Navy 
is leading the way in innovative, therapeutic treatments of our 
wounded warriors. At the National Intrepid Center of Excellence, 
the Department of the Navy is pioneering research into diagnosis 
and treatment of traumatic brain injury and PTSD, but more work 
remains in this area. 

I wish to thank the subcommittee members for your continuous 
and unwavering commitment to support the Navy and Marine 
Corps and the brave men and women who as sailors and marines 
serve bravely in Afghanistan, spend months at sea apart from their 
families, combat pirates in the Indian Ocean, board drug runners 
in the Caribbean, ^ard embassies throughout the world, conduct 
humanitarian missions whenever and wherever needed, and per- 
form countless other missions, often under unimaginably demand- 
ing conditions and circumstances. Thank you. 

Senator Webb. Thank you. Secretary Garcia. 

[The prepared statement of Secretary Garcia follows:] 

Prepared Statement by Hon. Juan M. Garcia 

Chairman Webb, Senator Graham, and distinguished members of the sub- 
committee, thank you for the opportunity to speak about the Department of the 
Navy’s personnel programs and about the sailors, marines, and civilians who com- 
prise the Department of the Navy. 

There have been many successful changes in the Department of the Navy since 
I testified before you last spring. By the end of March we will have 23 to 25 female 
officers assigned to submarines, with more being assigned in the very near future. 
The repeal of “Don’t Ask, Don’t Tell” is fully implemented across the force with no 
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significant problems or incidents. National Naval Medical Center, Bethesda, has 
transformed into the new joint Walter Reed National Military Medical Center. Navy 
personnel comprise 27 percent of the hospital’s staff. 

In addition to ensuring our manpower and personnel policies meet our country’s 
security requirements, it is my honor and privilege to represent and advocate for 
the more than 800,000 sailors, marines, and civilian employees who are always pre- 
pared to respond to whatever our Nation demands. 

Vice Admiral Van Buskirk and Lieutenant General Milstead will address their re- 
spective Service’s personnel plans in detail, but I would like to touch on some com- 
mon challenges the Department of the Navy faces as a whole. 

Recently, the Secretary of the Navy unveiled the 21st Century Sailor and Marine 
Initiative, which is designed to place an increased focus on the resiliency and fitness 
of our servicemembers. With so much of our defense strategy dependent upon our 
Navy and Marine Corps, we must ensure that our resources support the most com- 
bat effective and the most resilient force in our history. We must set high standards, 
but at the same time provide individuals with the services and training needed to 
meet those standards. The 21st Century Sailor and Marine Initiative consists of five 
“pillars”: readiness, safety, physical fitness, inclusion and continuum of service. 

Readiness will ensure sailors, marines, and their families are prepared to handle 
the mental and emotional rigors of military service. Both Services are introducing 
campaigns this year to deglamorize use, and treat and track alcohol abuse. We will 
also develop new means to deter Spice use, reduce suicides and increase our family 
and personal preparedness programs. This includes zero tolerance for sexual as- 
sault. We are continually working to improve the reporting, investigation and dis- 
position of sexual assault cases, ensuring that commanders, investigators, and pros- 
ecutors receive sufficient training and appropriate resources. 

We will also increase our efforts to ensure the safest and most secure force in the 
Department’s history, including a reinvigoration of our efforts to encourage the safe 
use of motor vehicles and motorcycles. 

Physical fitness is an important central pillar that resonates throughout the 21st 
Century Sailor and Marine Initiative. Personal fitness standards throughout the 
force will be emphasized. We will also improve nutrition standards at our dining fa- 
cilities with the introduction of “Fueled to Fight”, which ensures that healthy food 
items will be available at every meal. 

The Department of the Navy will be inclusive and consist of a force that reflects 
the Nation it defends in a manner consistent with military efficiency and effective- 
ness as it serves its primary function of defending the Nation. The Department will 
also reduce restrictions to military assignments for personnel to the greatest extent 
possible consistent with our mission and military requirements. 

The final pillar, continuum of service, will provide the most robust transition sup- 
port in the Department’s history. Individuals selected for either separation or retire- 
ment will be afforded myriad of assistance programs and benefits that are available 
to them as they transition to civilian life. These programs, which include education 
benefits, transition assistance, career management training, counseling, life-work 
balance programs, and morale, welfare and recreation programs have been recog- 
nized by human resource experts as some of the best corporate level personnel sup- 
port mechanisms in the Nation. 

The budget process requires a careful balancing of resources and assessment of 
risk. Within in the President’s fiscal year 2013 budget and the Future Years De- 
fense Plan are the results of several other difficult decisions and tradeoffs. The final 
product meets mission requirements while providing appropriate compensation and 
benefits for our Active Duty, Reserves, civilian employees, and military retirees. 

Both sea services will strive to meet their operational requirements with as effi- 
cient a force as possible. For the Navy this means continuing to move sailors from 
shore support functions to sea duty to enhance operational readiness. Such a shift 
not only means fewer sailors will be available for important work ashore, but also 
that sailors will, on average, spend more time at sea away from their families. For 
the marines, the reduction of nearly 20,000 end-strength coincides with the planned 
withdrawal from Afghanistan. 

Our highest priority remains the care and the recovery of our wounded, ill, and 
injured servicemembers. The Department of the Navy is leading the way in innova- 
tive therapeutic treatments of our Wounded Warriors. At the National Intrepid Cen- 
ter of Excellence the Department of the Navy is pioneering research into diagnosis 
and treatment of Traumatic Brain Injury and Post-Traumatic Stress Disorder, but 
more work remains in this area. 

There are other initiatives that deserve mention. We continue to emphasize civil- 
ian hiring of veterans and of wounded warriors in particular, through both competi- 
tive and non-competitive hiring authorities. Similarly, the Department is continuing 
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our participation in the Military Spouse Employment Partnership both as a resource 
for our members’ spouses and as an employer. 

Last year I spoke of new Navy Reserve Officers’ Training Corps (ROTC) units at 
Arizona State University and Rutgers. This year I am pleased to report that we are 
expanding our ROTC presence to Harvard, Yale, and Columbia as part of our goal 
to make naval service a viable option for young men and women from all regions 
and all segments of society. 

As many of you are aware, the Navy has recently closed a number of Junior 
ROTC programs at units that failed to meet the statutorily required participation 
numbers. To minimize the effects of these closings, I authorized the creation of Na- 
tional Navy Defense Cadet Corps (NNDCC) units at a number of these schools. The 
NNDCC program is virtually identical to Navy Junior ROTC, except there is only 
a 50 student minimum enrollment requirement and the schools must provide the 
majority of the funding. 

We continue to search for innovative ways to improve the efficiency and capability 
of our forces as well as the quality of life of our members and their families. Mod- 
ernization of the military retirement system could provide greater fairness and eq- 
uity to servicemembers with, perhaps, some savings to the defense budget. 

We wish to thank the committee members for your continuous and unwavering 
commitment to support the Navy and Marine Corps and the brave men and women 
who, as sailors and marines, serve bravely in Afghanistan, spend months at sea 
apart from their families, combat pirates in the Indian Ocean, thwart drug runners 
in the Caribbean, guard embassies throughout the world, conduct humanitarian 
missions whenever and wherever needed, and perform countless other missions, 
often under unimaginably demanding conditions and circumstances. 

The following service specific information is provided for the committee. We look 
forward to your questions. 
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Senator Webb. Admiral Van Buskirk and General Milstead, your 
full statements will be entered into the record at this time. We will 
also get back to you during questioning. 

[The prepared statements of Admiral Van Buskirk and General 
Milstead follow:] 

Prepared Statement by VADM Scott R. Van Buskirk, USN 

I. INTRODUCTION 

Chairman Webb, Ranking Member Graham, and distinguished members of the 
Senate Armed Services Committee, thank you for the opportunity to review Navy’s 
fiscal year 2013 manpower, personnel, training, and education budget request. I am 
honored to be here to represent the outstanding men and women of the U.S. Navy, 
and their families, in this my inaugural appearance before the committee as the 
56th Chief of Naval Personnel. 
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In developing our budget request, we recognized that our Nation is at an historic 
inflection point, that we are shaping a Navy that will be more agile, flexible, ready 
and technologically advanced. As we continue our presence in the Middle East, 
maintain our commitments in Europe, add emphasis and focus in the Asia-Pacific 
region. Navy has continued to prove itself in providing a truly adaptive force capa- 
bility and capacity, at sea, on land and in the air. While Navy’s operations in Iraq 
and Afghanistan have been both sea and land based, the shift in focus toward the 
Asia-Pacific region will likely increase demands upon Navy’s maritime role, even as 
the Nation works to address the national security imperative of deficit reduction 
through a lower level of defense spending. 

As we move into this new era, Navy is well positioned to recruit, develop, retain, 
and provide the American people the best and most capable maritime fighting force 
in history. Navy has worked to become a “Top 50” organization, an employer of 
choice, providing world-class benefits and opportunities. Moreover, as an All-Volun- 
teer Force, we must adapt to changing economic times, while continuing to imple- 
ment force management policies focused on incentivizing, encouraging and reward- 
ing high performance. We will continue to strive for a Navy that attracts and re- 
tains top-performing sailors who possess the critical skills necessary for our mission. 
Further, we are making hard choices on sailor retention as Navy continues to tran- 
sition, but we are committed to doing so in a fair, transparent and compassionate 
manner using performance as our benchmark. 

Our fiscal year 2013 budget request enables us to continue to meet the oper- 
ational demands of the Fleet and the Joint Force while optimizing personnel readi- 
ness. As we look to the future. Navy is mindful that: 

• The All-Volunteer Force is the foundation of our Navy and vital to the 
security of our Nation. 

• Navy life involves unique challenges and stresses as a global, full spec- 
trum sea service. 

• War related deployments since September 11 have placed extraordinary 
demands on many sailors and their families. 

We believe our request appropriately balances risk in supporting the readiness re- 
quirements of the Fleet and Joint Force, changing strategic mission focus, and es- 
sential programs that provide for the care of our sailors and their families. 

II. A READY AND CAPABLE GLOBAL NAVY 

Shortly after assuming office as the Nation’s 30th Chief of Naval Operations 
(CNO) last September, Admiral Greenert issued his inaugural guidance to the Fleet, 
the CNO’s Sailing Directions. Coupled with our Navy Total Force Strategy for the 
21st Century, it charts a course for Navy to deter aggression, and, when necessary, 
decisively win our Nation’s wars. We will employ global reach and persistent pres- 
ence through forward-stationed and rotational Forces to protect our Nation against 
direct attack, assure Joint Operational Access, and retain global freedom of action. 
With our glolial partners, we will protect the maritime freedom that is the basis for 
global prosperity. We will foster and sustain cooperative relationships with our al- 
lies and international partners as we enhance global security in a constantly chang- 
ing environment. 

Informed by the Sailing Directions and our Navy Total Force Strategy for 
the 21st Century, we have crafted our focus areas . . . 

Warfighting First: We will manage military personnel strength to deliver an af- 
fordable, sustainable and resilient force that meets mission needs. We will deliver 
a Force that is operationally ready — assignable and deployable. To remain oper- 
ationally effective, we will deliver a career-continuum of technical training and ad- 
vanced education. 

Operate Forward: We will deliver “fit” and balance to the Fleet — not only the 
right number of sailors, but also the right skills and experience for the job. We must 
also anticipate fleet and combatant commander priorities to meet operational needs 
and provide the regional skills required for theater security and cooperation of our 
Joint and coalition partners. 

Be Ready: We will attract, recruit, and retain a high-quality Force through re- 
cruiting and outreach efforts — we must be competitive for the best talent in the Na- 
tion. Most importantly, we will continue to care for sailors and their families . . . the 
foundation upon which our Navy is built. 

III. END STRENGTH 

Our fiscal year 2013 Navy budget request appropriately balances risk, preserves 
capabilities to meet current fleet and joint requirements, fosters growth in emerging 
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mission areas, and provides vital support to sailors and Navy families. The request 
supports active end strength of 322,700, and selected Reserve end strength of 
62,500. These levels will allow us to meet Fleet and the Joint Force operational de- 
mands while optimizing personnel readiness as articulated in the recently released 
Sustaining U.S. Global Leadership: Priorities for 21st Century Defense. The Presi- 
dent’s $28.9 billion request for Active Navy Manpower, Personnel, Training and 
Education seeks $27.1 billion in Military Personnel, Navy (MPN) appropriations and 
$1.8 billion in related Operation and Maintenance, Navy (O&MN). The Reserve re- 
quest includes $1.9 billion for Reserve Personnel, Navy (RPN) and $24.7 million in 
related Operation and Maintenance, Navy Reserve (O&MNR). 

In fiscal year 2013, there is no OCO funding requested for Active component end 
strength in support of non-core Individual Augmentee (lA) mission. Following an as- 
sessment of the Reserve component’s funding, and ability to cover previous Active 
component-sourced non-core LA requirements, 5,900 man-years of OCO funding was 
requested to support 4,500 Reserve lA billets throughout the fiscal year. We will 
continue to fill lA requirements, when possible, with Reserve component personnel 
funded through OCO appropriations. 

As we work to stabilize Navy end strength with emphasis on achieving 
warfighting wholeness, we continue to shift billets from shore duty to sea duty while 
preserving nearly 600 critical shore billets in sea-centric ratings, including regional 
maintenance centers, afloat training groups. Fleet electronic warfare training and 
Ballistic Missile Defense AEGIS billets. We expect last year’s sea/shore-flow require- 
ments changes to result in reduced at-sea gaps this year and in fiscal year 2013. 
We continue to apply Sea Duty Incentive Pay to encourage and reward sailors for 
extended or repeat sea duty service to help further mitigate our gaps at sea. 

Navy will continue to size, shape, and stabilize the Force while carefully moni- 
toring personnel and Fleet readiness. As required, we will apply, evaluate and ad- 
just existing and new force-shaping tools designed to retain the right skills, pay 
grade, and experience-mix necessary to provide mission-ready Naval Forces, as re- 
quired. 

IV. FORCE management: achieving balance, maximizing investments 

We must always remember that the men and women of the All- Volunteer Force 
in our Navy have remained versatile, adaptable and committed to the Nation during 
a time of unprecedented, sustained combat operations, and at tremendous personal 
sacrifice. As we take the necessary steps to properly size and shape the Navy to 
meet current and emerging requirements, we must be vigilant to ensure the readi- 
ness of the All-Volunteer Force, while maintaining trust with those who serve in our 
Navy. 

We expect to finish fiscal year 2012 below end strength controls, largely due to 
effective force management policies within the enlisted force. At the same time, we 
are over-executing our officer strength. To remedy this imbalance, we plan to sta- 
bilize enlisted strength while gradually reducing officer strength. Our strategy fo- 
cuses on rebalancing the Force to achieve the right mix of officers and enlisted per- 
sonnel by increasing enlisted accessions over time, reducing officer accessions in a 
controlled manner through judicious application of force management tools to ad- 
dress officer overages in specific skills. We will achieve proper force balance while 
respecting the sacrifices of sailors and their families by using voluntary measures 
to the extent possible before resorting to involuntary actions. Through careful com- 
bination of both, we will meet dynamic force management challenges and meiximize 
investments in our people. 

Our use of force management tools will be continuously evaluated as end strength 
and force structure is reduced. We will keep a watchful eye on indicators of shifting 
behavior and on economic trends and act quickly to preserve our ability to attract 
and retain the highest-quality sailors while achieving and then maintaining the 
right balance of seniority, skills, performance, and experience to deliver optimum 
military personnel readiness to the Fleet. 

Perform-to-Serve (PTS) remains our primary, and most effective, enlisted force- 
balancing tool, allowing us to manage enlisted continuation behavior by rating. 
Based on performance ranking, PTS identifies sailors at career decision points, up 
to 14 years of service, who are best qualified for in-rate reenlistment, conversion 
from overmanned to undermanned specialties, or separation from the Navy. In fiscal 
year 2011, we converted 1,052 sailors, narrowing critical manning gaps, while 6,765 
sailors identified by PTS separated at their End of Active Obligated Service. We 
plan to separate another 6,650 sailors through PTS in fiscal year 2012, and fewer 
in fiscal year 2013. PTS has significantly improved enlisted manning balance per- 



249 


mitting us to offer in-rate reenlistment to significantly more sailors while returning 
advancement opportunity to historic norms. 

To further assist in rebalancing the Force and relieve pressure on sailors in a PTS 
reenlistment window, Enlisted Retention Boards (ERB) were implemented as an ad- 
ditional force management tool. The ERB was necessary to ensure we could reduce 
inventory within overmanned ratings in cases in which converting sailors to under- 
manned ratings was not a viable option. Unlike PTS, the ERB looked at all eligible 
sailors in 31 overmanned ratings, not just the ones in a PTS window. This past 
summer, ERB examined the records of approximately 16,000 sailors in pay grades 
E4-E8, with at least 7 and less than 15 years of service, who are serving in over- 
manned ratings, and identified 2,947 for separation in fiscal year 2012. Approxi- 
mately 300 of these sailors, who will have at least 15 years of service by September 
1, 2012, are being offered the opportunity to apply for early retirement under Tem- 
porary Early Retirement Authority (TERA) enacted in the National Defense Author- 
ization Act for Fiscal Year 2012. We do not intend to use ERB authority in fiscal 
year 2013. 

We have used, and continue to use, a host of other tools to contribute to ongoing 
force management efforts for both officer and enlisted sailors, including: 

• High-Year Tenure separations in select pay grades and years of service. 

We separated 912 sailors in fiscal year 2011, and plan an additional 909 
in fiscal year 2012, and slightly more in fiscal year 2013, through recent 
changes to High Year Tenure policy. 

• Early Transition. In fiscal year 2011, we allowed 1,541 sailors to separate 
up to 24 months before the end of their enlistments, and anticipate author- 
izing a similar number of separations in fiscal year 2012, but fewer in fiscal 
year 2013. 

• Annual performance-based continuation boards. We reduced the number 
of active duty sailors in pay grades E7-E9 with over 20 years of service by 
187 and expect an additional 50 losses in fiscal year 2012 and fiscal year 
2013. 

• One-year time-in-grade (TIG) retirement waivers for select senior enlisted 
and officers. We executed 37 officer TIG waivers in fiscal year 2011 and ex- 
pect approximately 45 for fiscal year 2012 and fiscal year 2013. 

• Monthly probationary officer continuation and redesignation boards. 
These boards authorize release or redesignation of probationary officers 
(with <6 years commissioned service). We separated 242 officers in fiscal 
year 2011 and anticipate separating 270 in fiscal year 2012. 

• Permitting voluntary retirement of officers with prior enlisted service 
after 8, vice 10, years commissioned service. Enacted in the NDAA for Fis- 
cal Year 2011, we expect to authorize approximately 60 retirements in fiscal 
year 2012 and fiscal year 2013. 

• Selective Early Retirement (SER). SER Boards selected 124 unrestricted 
line captains and commanders for early retirement in fiscal year 2012. In 
fiscal year 2013, we may select approximately 40 Restricted Line and Staff 
Corps officers for early retirement. 

• Voluntary Retirement Incentive (VRI). An authority that allows Navy to 
precisely target specific commanders (0-5) and captains (0-6) with be- 
tween 20-29 years of service in certain specialties and warfare areas to sep- 
arate and retire voluntarily. 

• Temporary Early Retirement Authority (TERA). In fiscal year 2012, we 
are offering early retirement to approximately 300 sailors as an alternative 
to early separation required by Enlisted Retention Boards. We are evalu- 
ating options for further targeted use of TERA in fiscal year 2013. 

Despite significant progress, additional force management actions are necessary 
to maintain mandated end strength and officer levels with the right mix of skills 
and experience due to high retention and low attrition. For example, we will soon 
implement two new policies to facilitate further enlisted force management: 

• In fiscal year 2012 and fiscal year 2013, we will apply Initial Training 
Separation Authority to separate fewer than 500 sailors per year who do 
not satisfactorily complete their training pipeline, but for whom no suitable 
vacancy exists. 

• We will adjust High Year Tenure thresholds to separate fewer than 1,000 
sailors in pay grades E2-E3 in fiscal year 2013. 

We are contemplating whether additional authorities may be necessary to en- 
hance our ability to properly shape and balance the Force. A range of broad, flexible, 
options to properly size and shape the Force remains vital to Navy military per- 
sonnel readiness. We appreciate Congress enacting flexible authorities that provide 
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voluntary means to effectively manage the Force in a way that preserves a positive 
tone across the Navy. 


V. SAILOR AND FAMILY SUPPORT 

Our fiscal year 2013 budget request of $131.7 million for sailor and family care 
coupled with the items in the Secretary of Defense and Defense Health Care budg- 
ets sustains or enhances our comprehensive continuum of care. The health care pro- 
posals in the President’s budget are consistent with our efforts in identifying proc- 
esses that are more efficient, incentivizing positive health behaviors, promoting 
overall wellness and keeping our sailors fit and ready to deploy on a moment’s no- 
tice. This budget keeps faith with those who serve and those who have served, and 
responsibly meets the demands dictated by the Federal budget crisis. With contin- 
ued congressional support. Navy is committed to retaining funding levels necessary 
to address the medical, physical, psychological, and family readiness needs of sailors 
and their families. I hope you will agree, and support our efforts. 

Comprehensive Continuum of Care 

Through a comprehensive continuum of care, we place the highest priority on the 
medical, physical, psychological, spiritual and family readiness needs of sailors and 
families. Navy’s Operational Stress Control Program, Navy Reserve Psychological 
Health Outreach Program, Warrior Transition Program, Returning Warrior Work- 
shop, Navy Safe Harbor, and our Medical Home Port Program are critical con- 
tinuum of care elements. 

• The Operational Stress Control (OSC) program is our proactive approach 
to address the personal readiness of our sailors and their families. OSC is 
comprised of training, assessment, policy, and tools to support and build 
sailor, family, and unit resilience. It enables leaders to foster a climate in 
which sailors use available resources to stay fit and ready without stigma. 
OSC, with complementary and integrated support from the Navy Chaplain 
Corps, provides assistance for stress reactions before they become stress 
problems. A 2011 Behavioral Health Quick Poll found most sailors reported 
using positive methods to cope with stress. 

• The Navy Reserve Psychological Health Outreach program improves the 
psychological health and resiliency of Reserve Component (RC) sailors and 
families. Teams of psychological health outreach coordinators and outreach 
team members, located at the five regional Reserve commands, provide psy- 
chological health assessments, education, and referrals to mental health 
specialists. 

• The Warrior Transition program provides Individual Augmentees the op- 
portunity to decompress and transition to life back home. Through small 
group discussions, chaplains and medical personnel prepare sailors to re- 
sume family and social obligations, return to civilian places of employment, 
and reintegrate into the community. 

• Returning Warrior Workshops help remove stigma that may prevent sail- 
ors from seeking support during demobilization and reintegration. 

• Navy Safe Harbor supports the non-medical needs of wounded, ill, and 
injured sailors, coast guardsmen, and their families. This network of recov- 
ery care coordinators and non-medical care managers, at 18 locations across 
the country, provides individually tailored assistance to 748 enrolled sail- 
ors, 43 enrolled coast guardsmen, and an additional 777 sailors considered 
assist cases. The fiscal year 2013 budget request supports our enduring goal 
to provide the highest quality care to our wounded, ill, and injured. 

• Medical Home Port program is a team-based primary care model focused 
on optimizing relationships between patients, primary care providers and 
other health care professionals to enhance health and readiness. Beginning 
this year, mental health providers will be embedded within Medical Home 
Ports alongside the rest of the care team, and will facilitate regular assess- 
ment and early behavioral intervention for sailors and families. This will 
enable treatment in settings in which patients feel most comfortable and 
will reduce stigma associated with seeking care. Early detection and inter- 
vention in the primary care setting reduces the demand for time-intensive 
intervention in behavioral health specialty clinics. The presence of behav- 
ioral health within the Medical Home Port promotes increased comfort 
among primary care providers in treatment of behavioral health issues 
within their scope of practice in collaboration with the embedded special- 
ists. 
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Behavioral Health 

The Navy Behavioral Health program goal is to develop an organizational climate 
that encourages psychologically healthy, resilient and mission-effective sailors. It 
provides Navy-wide resources for suicide awareness and prevention, intervention 
skills, and risk mitigation procedures. We track and analyze data on suicide-related 
behaviors and deaths to identify trends and develop additional policy, training and 
outreach to prevent suicide risk. A 2011 Behavioral Health Quick Poll reflects posi- 
tive trends in the percentage of sailors attending Suicide Prevention Training and 
who recognize proactive suicide-prevention efforts occurring at their commands. 

Suicide Prevention: All Hands, All of the Time 

Every Navy suicide represents a tragedy that affects command cohesiveness and 
the loss of a valued shipmate; a loss the Navy is determined not to accept. Our com- 
prehensive strategy to combat suicide incorporates four pillars: Education and 
awareness; Operational Stress Control; Intervention; and Post-intervention support; 
a leadership-led effort with a foundation built on a comprehensive array of edu- 
cation and outreach. 

Navy’s suicide prevention approach builds combined sailor, family, and command 
resilience with a goal of changing behavior through personal resilience; peer to peer 
support; leadership intervention throughout the chain of command; enhancing fam- 
ily support; and fostering a command climate where help-seeking behaviors, when 
required, are expected in order to restore personal readiness. 

We have implemented a year-round strategic communication plan focused on 
Navy’s “Ask-Care-Treat” model, or ACT, which emphasizes the value of peer-to-peer 
support. Additionally, targeted suicide assessment training is provided for primary 
care providers at large Medical Treatment Facilities as another viable means to 
identify at-risk sailors. 

The Suicide Prevention Coordinator network is growing with the addition of 
webinar training that has trained more than 500 new suicide prevention coordina- 
tors in 18 webinars since December 2011 and additional webinar training is planned 
for members of the Public Affairs community. We are also continuing to make 
progress in implementing recommendations of the DOD Task Force on Prevention 
of Suicides Among Members of the Armed Forces. Moreover, in fiscal year 2013, we 
will provide targeted chaplain training, guidance and tools for leaders, to facilitate 
successful reintegration of sailors into their units following behavioral health or 
other medical treatment. We will improve integration of suicide prevention into the 
broader array of resilience and prevention efforts to provide a coherent approach to 
comprehensive wellness, resilience and prevention. 

Sexual Assault: Not in my Navy 

There is no place for sexual assault in the U.S. Navy. We are committed to elimi- 
nating sexual assault completely; to ensuring compassionate support for sexual as- 
sault victims; to investigating all cases thoroughly; and to holding perpetrators ac- 
countable within the full extent of the law. Since 2005, we have worked to build 
a robust Sexual Assault Prevention and Response (SAPR) program, and we are al- 
ready engaged in a number of new initiatives to combat sexual assault. These collec- 
tively are critical investments in both individual sailors and in Force readiness. In 
addition to other direct measures, we will use a proven process of tiered training 
for sexual assault prevention and response and provide Navy’s SAPR-Leadership 
training to all E-7 and above leaders and every sailor through SAPR-Fleet training. 
This process served us well in the repeal of Don’t Ask Don’t Tell and we anticipate 
this will resonate in our campaign to eliminate sexual assault from our Navy. 

Our immediate goal is to measurably reduce the frequency of sexual assaults in- 
volving sailors. Our first and perhaps most important tool has been a strong, con- 
sistent, top-down leadership message of intolerance for sexual assault. We are 
pleased to already be seeing Department-level leadership forums translating into 
special workshops and other sessions conducted by regional commanders and com- 
manding officers. Our second core strategy involves updated training tools for Navy- 
wide use. We have already worked with civilian experts to review relevant content 
in a broad range of Navy training curricula spanning the full continuum of leader- 
ship development. We are developing special new video programs for all sailors to 
emphasize the criticality of sexual assault issues, and the responsibly of every sailor 
to actively intervene in protecting shipmates in vulnerable situations. In addition, 
we have undertaken special initiatives focused on those most at risk — our youngest 
sailors just out of recruit training. Our “Bystander Intervention” program uses lo- 
cally trained instructors in small-group sessions to educate and mentor sailors at 
“A-Schools” Navy-wide. At TSC Great Lakes, we have combined this effort with a 
number of simultaneous other initiatives — and we have developed a process of peri- 
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odic anonymous surveys to assess our impact. After a year of progressive effort, it 
is still too early to speak of definitive outcomes, but the initial signs are encour- 
aging. In 2011, over 67,000 sailors participated in an anonymous, web-based sexual 
assault survey conducted by the Navy Secretariat. We plan to repeat that process 
every 2-3 years worldwide to help us understand issues and trends in the under- 
l 3 dng incidence of sexual assault. If it is necessary along the way, we will use our 
best accumulated data and insight to adjust course in combating sexual assault. Ci- 
vilian experts, including researchers at the Centers for Disease Control, tell us this 
kind of approach is cutting-edge and breaking new ground. However, that is not all 
we are doing. 

In just the past 2 years, we have conducted site visits and special training at 
Navy sites worldwide. We have talked to stakeholders including senior commanders, 
SAFE program mangers, sailor focus groups, and even individual sexual assault vic- 
tims. We have brought Sexual Assault Response Coordinators and installation com- 
manders together from across the Navy for programs civilian experts on sexual as- 
sault prevention summits. We have given special training to NClS agents and JAG 
lawyers on the unique aspects of sexual assault cases. NCIS recently hired new 
criminal investigators with extensive civilian backgrounds in sexual assault cases 
for every major Navy (and Marine Corps) installation. We are working on tool kits 
for commanding officers to help them make the right decisions in complex cases. 

In summary, there is no place for sexual assault in the U.S. Navy. We take the 
challenge seriously, we are engaged on numerous fronts, and we are committed to 
a sustained effort. 


VI. RECRUITING 

Navy has worked hard to achieve strong recruiting success over the past 4 years 
by projecting the Navy as an employer of choice and attracting the Nation’s very 
best men and women for America’s Navy. Our brand, “America’s Navy — A global 
force for good”, captures the diversity of our Navy missions while also appealing to 
our target recruiting market. In fiscal year 2011 and through fiscal year 2012 to 
date, Navy’s “total force” recruiting achieved accession recruiting goals for officers 
in the Active component (AC) and enlisted recruiting goals in both the Active and 
Reserve components (RC). Additionally, we attained the best quality future sailors 
in history with 98.7 percent of accessions entering as high school diploma graduates 
(HSDG) and 88.2 percent of accessions scoring in the upper 50th percentile on the 
Armed Services Vocational Aptitude Battery (ASVAB). 

Adapting to the current challenges of the recruiting environment and in anticipa- 
tion of an improving economy. Navy recruiting is investing in the future with im- 
provement of its Information Technology (IT) systems and streamlining its processes 
as part of its innovative Recruiting Force 2020 strategy. This strategy will provide 
an agile, mobile and highly responsive capable recruiting force. 

Looking ahead, we will continue to aggressively attack specific recruiting areas, 
particularly in the healthcare profession where all military services have had dif- 
ficulty in attaining specialized medical professionals. An additional challenge is RC 
General Medical Officer recruiting where we achieved nearly 80 percent of our fiscal 
year 2011 goal primarily due to the high retention of active duty officers in the un- 
restricted line communities. We continue to work closely with the Office Chief of 
Naval Reserve (OCNR) and BUMED on several aggressive initiatives to address 
both challenges as we keep Medical and RC General Medical Officer recruiting as 
our top officer recruiting priorities. 

The fiscal year 2013 budget requests $276.0 million for recruiting programs in- 
cluding accession incentives, advertising, and support for our Active and Reserve re- 
cruiters. This represents a reduction of $34.1 million from fiscal year 2012 mainly 
due to adjustments in marketing and advertising. Our budget request ensures that 
the recruiting force remains appropriately sized and resourced for success. 

Accession bonuses remain critical to meeting our goals for recruiting health pro- 
fessionals, nuclear operators, and special warfare/special operations personnel. We 
maintained bonus levels for nuclear officers and health professionals, and continue 
to offer enlisted accession bonuses to special warfare/special operations and other 
critical ratings to meet increased demand. A favorable recruiting environment has 
enabled us to reduce the number of ratings eligible for an accession bonus from 67 
in 2008 to 6 in 2012. The fiscal year 2013 active budget request for bonuses, special 
pays, and incentives, represents a $22.1 million reduction from fiscal year 2012. 

An integral component of achieving our force management goals include com- 
peting for the best talent in our Nation’s colleges and universities. Our Naval Re- 
serve Officers Training Corps (NROTC) program has 61 units located at 75 host in- 
stitutions with 87 cross-town institution agreements. While the NROTC program 
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has more than sufficient capacity for our current requirements, Navy recognizes the 
value of engagement and presence on the campuses of America’s elite colleges and 
universities and appreciates the high quality educational experience provided to fu- 
ture military leaders at these institutions. The highest quality applicants ever for 
our NROTC program in fiscal year 2011 further reflected Navy’s recruiting success. 

To broaden outreach efforts and generate recruiting leads, and to offset reductions 
in paid media advertising, we are expanding our use of social media and other tech- 
nologies. Navy Recruiting Command has over 100,000 active followers across 19 
prominent social media sites, including 15 Facehook communities of interest. How- 
ever, face-to-face contact with recruits in the field remains the cornerstone of our 
sustained success in attracting high quality, diverse individuals. 

VII. RETENTION 

We continue to closely monitor retention behavior across the Force and project we 
will meet our fiscal year 2012 overall officer and enlisted retention goals. While we 
have been able to make selected reductions in retention bonuses, sailor retention be- 
havior indicates we must continue to apply bonus programs to critical skill areas 
that are less responsive to changes in the economic environment and which require 
significant investments in training and education. 

Enlisted Retention 

Despite a decade at war. Navy continues to experience high levels of retention 
among enlisted personnel across the force, due in large part to Navy’s efforts to pro- 
vide a quality lifework experience, increases in basic pay and housing allowances, 
and contributing economic conditions. Additionally, we experienced higher retention 
among female servicemembers, especially within critical technical and warfighting 
skilled areas, fiscal year 2011 aggregate enlisted retention was 63.9 percent, which 
is elevated relative to historical norms, even though we utilized several force man- 
agement tools to suppress reenlistments. 


Active Navy Retention 

Fiscal Year 2011 
Achievement 

Reenlisted 

(Percent) 

Expected 

(Percent) 

Zone A (0-6 yrs) 

66.0 

59.0 

Zone B (6-10 yrs) 

67.0 

66.0 

Zone C (10-14 yrs) 

72.7 

72.0 


Our new and existing policies encourage longer-term career behavior as sailors 
commit sooner to stay for longer periods. While affording increased predictability of 
future personnel readiness, higher retention also contributes to increased competi- 
tion for reenlistment. 

This past year, 14,544 sailors were discharged before the end of their contracts, 
slightly above the projected attrition of 14,300; we project similar attrition in fiscal 
year 2012. Misconduct-related discharges this year are within 1 percent of mis- 
conduct discharges in fiscal year 2011. Reserve enlisted attrition rates continue to 
trend lower than the historical average, evidence of the high quality Force we have 
recruited. 

Demand in civilian industry for highly trained nuclear-qualified sailors challenges 
our ability to meet nuclear retention goals. We are committed to retaining sailors 
with critical skills in high demand in the civilian sector, as well as sailors in special- 
ties that continue to experience high operational tempo in support of OCO, such as 
special warfare/special operations and independent duty corpsmen. Selective Reen- 
listment Bonus (SRB) remains the most important tool in our efforts to retain these 
highly-skilled sailors. 

By our close monitoring of retention behavior, we apply adjustments to SRB levels 
on a semi-annual basis, or as required. We have adjusted SRB levels five times in 
the past 18 months, reducing the number of eligible skill areas by 26 percent com- 
pared to fiscal year 2011. In fiscal year 2012, 33 of 84 ratings will receive SRB; the 
pool of eligible sailors is 2.3 percent of our Active Enlisted Force, representing a 60 
percent reduction compared to fiscal year 2011. Our SRB plan targets high-demand 
skill sets unaffected by slowing or down economy, to include special warfare/special 
operations, information technology, medical, cryptology, and nuclear ratings. The fis- 
cal year 2013 budget request includes $107.3 million for new SRB contracts for Ac- 
tive Duty sailors, a slight reduction from fiscal year 2012. The fiscal year 2013 SRB 
budget for selected Reserve sailors is 13 percent less than fiscal year 2012, a reduc- 



254 


tion achieved by realignment of resources within the Navy Reserve Comprehensive 
Bonus Strategy to target the most critical specialties. 

Officer Retention 

Active and Reserve officer retention rates remain high due, in large part, to tar- 
geted incentive pays, improved mentoring, flexible career options, and increased em- 
phasis on lifework integration initiatives and current economic conditions. Retention 
of female unrestricted line (URL) officers beyond initial minimum service require- 
ment (MSR) has increased in the last 4 years in both the surface warfare commu- 
nity (19 percent for Year Group 2001 to 33 percent for Year Group 2004) and avia- 
tion community (14 percent for Year Group 1998 to 27 percent for Year Group 
2001). 1 Initiatives to improve retention of Selected Reserve (SELRES) officer com- 
munities by 2014 include targeted officer affiliation and retention bonuses, in- 
creased accession goals, and Continuum of Service programs. 

Although the overall loss rate for junior officers increased slightly from fiscal year 
2009 to fiscal year 2010, economic conditions have contributed to surface and sub- 
marine communities meeting retention goals for the third consecutive year. With 
signs of an improving economy, we are closely watching junior officer retention since 
retention through the operational department head tour is a critical metric for moni- 
toring the health of these communities. 

After a decade of war, we are seeing signs of increased operational stress on 
Naval Special Warfare (SEAL), Special Warfare Combatant-Craft Crewmen 
(SWCC), Combat Support and Combat Service Support personnel; increased oper- 
ational tempo, decreased dwell time, and deployment unpredictability have contrib- 
uted to a decrease in junior officer retention, particularly at the lieutenant com- 
mander (0-4) level. Mentorship and increased access to family support programs 
and operational stress control resources are primary tools to mitigate the effects of 
stress on these officers and their families. The fiscal year 2013 budget request in- 
cludes $7.6 million for targeted incentive pays to retain these critical officers. 

We have experienced slight improvement in medical community retention, largely 
due to competitive incentives and bonuses. Select subspecialties; including dentistry, 
psychiatry, clinical psychology, clinical social work, physician assistants, general 
surgery, preventive medicine, family medicine, mental health nurse practitioner, 
perioperative, and nurse anesthetists, continue to require attention. The fiscal year 
2013 budget request includes $76.4 million for special and incentive pays to retain 
these critical medical professionals. 

Retention and Compensation Going Forward 

The Budget Control Act of 2011 mandates reductions in Federal spending at lev- 
els that require every area of the budget to be scrutinized for efficiencies to produce 
cost savings. With the current budget situation, the Navy believes that every area 
of the budget, to include personnel costs, should be examined for efficiencies that 
could lead to cost savings. However, before any changes are made, complete under- 
standing of the impact those changes might have on the servicemember and the 
Navy should be understood. The current compensation system, to include incentive 
pay, retirement and other benefits, is a major factor in retention for 
servicemembers. Any changes to this compensation package must be examined to 
ensure that Navy retention requirements are met. 

We routinely review special and incentive pay and bonus pro^ams, adjusting 
bonus levels and eligibility in response to manning levels, in addition to reducing 
enlisted accession bonuses. Assignment Incentive Pay (AIP) and SRB. Over the past 
year, we have reduced officer bonuses in the aviation, and intelligence communities. 
Additionally, we restructured the Submarine Support Incentive Pay program to effi- 
ciently address shortfalls at specific career points and reduced total program costs 
by over 58 percent since fiscal year 2009. We will continue monitoring retention 
rates in fiscal year 2012 to determine the need for further adjustments for select 
officer communities. 

The current military compensation system, including retired pay and other mone- 
tary and non-monetary benefits, is a major factor in the success and quality of the 
All Volunteer Force. Navy strongly supports protecting the retirement benefits of 
those who currently serve by grandfathering their benefits; Navy is working closely 
with the Office of the Secretary of Defense (OSD) and other Services on this effort. 
Any changes to compensation, especially the retirement system, must be fair to the 


1 Because Minimum Service Requirement (MSR) is different for Surface Warfare (5 years) and 
Aviation (7 years), 2 comparable year groups (i.e., includes women who are past their initial 
service obligation) were examined to more accurately capture overall URL female retention. YGs 
98 and 01 which both had only 7 year MSRs for prop/helo and 8 years for jets (10 U.S.C. 653). 
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sailor and suitably reward the individual and their family for their service. As we 
examine the personnel budget, we must carefully consider, before imposing any cuts, 
the potential impact on sailors and Navy military personnel readiness. 

VIII. LEARNING AND DEVELOPMENT 

Education and training are strategic investments that enable our highly-skilled 
force to meet the demands of CNO’s Sailing Directions and the Navy Total Force 
Strategy for the 21st Century. In response to the demands of our increasingly di- 
verse and technologically complex world, we have increased our focus on Science, 
Technology, Engineering and Math (STEM) in our accessions and education pro- 
grams. The $1.6 billion fiscal year 2013 education and training budget invests in 
innovative training technologies and increases our investment in simulators, cur- 
ricula, and instructors targeted at critical mission areas. 

Accessions Training and Education 

We continue to invest in the Navy’s ROTC program as an essential contributor 
to a diverse work force and diversity of thought and, in concert with appropriately- 
sized U.S. Naval Academy and Officer Training Command accessions, we have the 
officer accessions capacity we need to meet USN and USMC requirements. New in- 
vestments in cyber education at USNA will ensure our flagship institution produces 
officers with the technical education and core competencies necessary to excel in this 
area as 21st century warriors. 

We have no plans to close Navy ROTC units, and in fact have recently restored 
the historic Navy ROTC presence at Harvard, Yale, and Columbia, and have opened 
host units at Arizona State University and Rutgers. Although the Navy’s Junior 
ROTC program has included closures, they have occurred in accordance with Fed- 
eral guidelines, and the bulk of the affected units have substituted Navy National 
Defense Cadet Corps (NNDCC) units in their stead. We are evaluating re-opening 
some JROTC units previously closed under Federal guidelines, but which have re- 
stored student enrollment above the statutory minimum enrollment threshold. Re- 
cruit Training Command (RTC) is appropriately sized to support current enlisted ac- 
cession requirements and prepared to meet the increases associated with economic 
changes. 

Technical Training and Skills Development 

The Navy continues to adjust staffing and student throughput of our accessions 
pipeline schools in response to the changing size, missions, and make-up of the 
Force. We have initiatives in progress to optimize the efficiency and responsiveness 
of the supply chain that takes a sailor from “the street to the fleet”. For 2013 we 
made critical targeted investments in our technical training schoolhouses focused on 
improving readiness in key mission capabilities areas including Integrated Air & 
Missile Defense; Anti-Submarine & Surface Warfare; Command, Control, Commu- 
nications, Computers, Combat Systems, and Intelligence; and Ballistic Missile De- 
fense. 

The fiscal year 2013 budget request supports additional investments in simula- 
tors, trainers, and new technologies that allow us to deliver sailors to their com- 
mands with the skills needed to perform their missions faster and at reduced cost. 
Coupled with training aboard ships, simulators increase training opportunities and 
effectiveness across the Fleet while minimizing stress on equipment, operating costs 
and risk to our sailors. Examples of our fiscal year 2013 simulator investments in- 
clude the Integrated Air & Missile Defense Advanced Warfare Trainer for our Bal- 
listic Missile Defense platforms and the Aegis Ashore Team Trainer for shore based 
Ballistic Missile Defense. The Littoral Combat Ship (LCS) training program is based 
on the Virtual Ship Centric Training Strategy, which uses virtual simulators in the 
ashore LCS Training Facility to cover the full breadth and depth of ship operations 
and maintenance training. 

We continue to invest in the development and application of innovative training 
technologies that offer tremendous potential to provide our sailors the best technical 
training in less time with improved understanding and retention. The field of intel- 
ligent tutoring is a focus area for the Future Naval Capabilities Capable Manpower 
science and technology program, and our enlisted cyber-warriors are currently par- 
ticipating in a very promising Digital Tutor pilot course that combines classroom, 
instructor led training with advanced computer-based one-on-one tutoring to in- 
crease a student’s motivation and problem solving skills. 

Joint and Professional Military Education 

In the past year, the Navy has held education summits to examine the role of 
joint education, professional education and technical education in the career paths 
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of our unrestricted line, restricted line and staff officer communities. The results of 
these summits, combined with a thorough review of the education requirements 
coded to all Navy officer billets, are informing an ongoing review of the Navy’s edu- 
cation strategy. A review of Naval Post Graduate School (NPS) curricula is under- 
way to examine ways to reduce time required to complete in-residence degrees, 
which, in conjunction with expanded distance learning opportunities, will better 
align with our officer career tracks and allow greater flexibility in meeting the 
Navy’s Joint, and professional education requirements. In the past year, we have 
also begun new masters degree programs at the NPS for cyber operations and for 
energy management. 

A progressive continuum of professional military education, including degree op- 
portunities, also exists for enlisted personnel. Junior enlisted pursue professional 
military education through distance learning hosted by the Naval War College, 
while senior enlisted personnel are afforded the opportunity to attend the Senior 
Enlisted Academy (SEA), which graduated 505 senior enlisted sailors from its 6- 
week resident course in fiscal year 2011. 

Voluntary Education 

The Navy’s on-line Virtual Education Center (VEC) website and counseling serv- 
ice has proven very successful in providing centralized management of Tuition As- 
sistance (TA) requests, sailors’ academic transcripts and virtual counseling. The 
VEC has enabled the Navy to reduce operating costs by downsizing or eliminating 
local Navy College Offices at some bases while also reducing paperwork and proc- 
essing time and increasing accessibility to educational opportunities for our sailors. 

Navy continues to maximize education opportunities through programs specifi- 
cally tailored to meet the needs of our sailors and their families. The Navy College 
Program for Afloat College Education (NCPACE) makes college courses available to 
sailors assigned to ships and submarines deployed around the world. The Navy Col- 
lege Program Distance Learning Partners (NCPDLP) program offers both associate 
and bachelor degree programs through partnerships with accredited civilian institu- 
tions. These institutions provide maximum credit for military training and experi- 
ence for every Navy rating and combine those credits with courses they offer to meet 
degree requirements. Sailors may use Tuition Assistance to offset their education 
costs in both NCPACE and NCPDLP. 

The Tuition Assistance (TA) program is the primary means for Navy personnel 
to pursue their off-duty education goals. The TA program management controls we 
implemented in 2010 require sailors to have a plan with clear educational goals to 
emphasize both professional development and academic success. These controls have 
helped us remain within our established funding limitations while providing a more 
equitable opportunity to use the proCTam. Our management controls have improved 
academic success as evidenced by the reduction in the non-completion rate of TA- 
funded courses from 16 percent in fiscal year 2009 to 7.5 percent in fiscal year 2011. 

Credentialing 

The demand for credentialing examinations continues to be very high, indicating 
the significant value sailors place on gaining professional recognition for their train- 
ing and experience. In fiscal year 2011, we funded 19,762 certification exams, a 43 
percent increase over fiscal year 2010. The Navy Credentialing Opportunities Online 
(COOL) website experienced 497,002 visits, a 65 percent increase over fiscal year 
2010, and 30,460,627 hits, an 11 percent increase. Sailors in all 83 ratings have ap- 
plied for funding, and 94.2 percent of those completing voluntary certification exami- 
nations via Navy COOL funding passed, far exceeding the national average pass 
rate of 75-85 percent, and represents a positive return on investment. In 2011, 
Navy COOL and Navy’s Credentialing Program was awarded “Best Workforce De- 
velopment Program" by Human Capital Management Defense, and the Navy COOL 
program was recognized through the Training Top 125 Award for the second con- 
secutive year. 

In 2012, work has already begun to implement several improvement recommenda- 
tions from the President’s Employment Initiatives DODWA Veterans Employment 
Task Force and to develop Navy COOL pages to display credentialing opportunities 
for Navy’s 198,000+ civilian employees. In addition, we will waive the time-in-serv- 
ice prerequisites to make COOL available to all sailors affected by the ERB to help 
posture them for success as they transition to the civilian workforce. 

Navy Language, Regional Expertise, and Culture (LREC) 

Cultural, historical, and linguistic expertise remains essential to fostering strong 
relationships with global partners and to enhance our ability to execute missions in 
multinational environments. Over the past year, LREC efforts paid dividends in 
every geographic area of operations, including support for Operation Tomodachi in 
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the Far East, Operation Odyssey Dawn in the Mediterranean, and Operation Con- 
tinuing Promise in Latin America. Navy’s LREC program in fiscal year 2011 pro- 
vided language and cultural training and products to over 67,000 sailors and offi- 
cers, 49 flag officers and 46 senior leaders heading to overseas assignments. 

We recently expanded the Navy Reserve Language Culture and Pilot Program to 
include all selected Reserve personnel. In fiscal year 2012, we are increasing oppor- 
tunities for overseas study, language and cultural immersion, as well as professional 
exchanges with foreign navies for U.S. Naval Academy midshipmen. We are also 
pursuing full implementation of in-country language immersion training for Foreign 
Area Officers (FAOs), and transitioning the Personnel Exchange Program (PEP) to 
redefine long-standing agreements with traditional allies and partners, while re- 
aligning towards nations in regions of increasing strategic importance. In anticipa- 
tion of the shift in focus outlined in Secretary Panetta’s Sustaining U.S. Global 
Leadership: Priorities for 21st Century Defense, LREC product development empha- 
sis is transitioning from Central Command (CENTCOM) to the Asia-Pacific region, 
Indian Ocean perimeter, and West Africa. 

This past year we participated in Maritime Security Cooperation activities and 
supported the Joint Force in Afghanistan and Pakistan with enhanced language and 
cultural capabilities through the Afghanistan-Pakistan (AFPAK) Hands Program. 
We also provided timely, tailored language, and Afghanistan/Pakistan training and 
culture products to 3,695 Navy Individual Augmentees (lAs) and to sailors assigned 
to units deploying to the CENTCOM Area of Responsibility. 

IX. BUILDING FOR THE FUTURE 

As we navigate through a period of change, Navy must take action now to posture 
itself for success in the future. Evolving missions, shifting workforce demographics, 
and increased competition for skills will require new and innovative approaches to 
attracting, recruiting, and retaining the Nation’s best talent. Mission success starts 
and ends with a highly skilled, highly capable workforce. To build an effective fu- 
ture force, we remain focused on developing and sustaining a diverse workforce, pro- 
viding our sailors with opportunities for greater work-life balance, and promoting 
open, frequent communication with families. 

Diversity Initiatives 

Diversity is a Navy strategic imperative. By 2020, demographic projections indi- 
cate that minorities will comprise nearly 40 percent of the Navy’s recruitable mar- 
ket, with minority representation continuing to increase over time. Navy’s ability to 
access and retain the talents of varied sectors in our society has a direct impact on 
mission success at home and abroad. 

We recognize the value of diverse ideas, perspectives, and experiences to remain- 
ing competitive in an increasingly global environment; our Navy draws strength and 
innovation from this diversity. Navy continues to effectively execute our accession 
strategy of “moving the needles,” maintaining a high number of diverse applicants 
and enrollments in both NROTC and U.S. Naval Academy class of 2015. In recogni- 
tion of our efforts. Navy received the 2011 Diversity MBA Magazine’s Best Places 
for Diverse Managers to Work, ranking number 26 on the list of the top 50 organi- 
zations for Diversity Leadership, and the only government organization included on 
the list of Fortune 500 companies. Additionally, the Association of Diversity Coun- 
cils recognized the Navy’s Strategic Diversity Working Group (SDWG) as the na- 
tion’s number one diversity council for 2011. 

Expanding Opportunities for 'Women 

Gender diversity remains an important focus area for Navy, 23 percent of our en- 
listed accessions were women in fiscal year 2010 and fiscal year 2011, and we are 
on-track to bring in a similar number of women in fiscal year 2012. We are explor- 
ing ways to further increase the number of women in the Navy in the future. With 
few exceptions in which the combat exclusion applies, the vast majority of billets 
(93 percent) are available to women, including ship, aviation squadron, afloat staff, 
naval construction force units and most recently, specific submarine platform billets. 

In fiscal year 2011, Navy began the integration of female officers into the sub- 
marine force. Five of the eight crews being integrated during the first round are suc- 
cessfully integrated and the remaining three will be by the end of March 2012. Our 
second round will include one additional SSGN and SSBN (i.e., four additional 
crews); women are currently in the training pipeline for integration in November 
2012. We will continue to integrate women on submarines in a brisk yet responsible 
manner, while leveraging the insights from the studies and the lessons learned from 
initial integration efforts. 
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Life-Work Integration 

In an All-Volunteer Force, life-work integration and flexible career options are key 
to attracting, recruiting, and retaining the talent of a new generation just entering 
the workplace. With 76 percent of Fortune 500 companies reporting a chronic “tal- 
ent shortage” among mid-level employers. Navy continues to address the imperative 
to retain talent and provide a work environment that is personally and profes- 
sionally rewarding. Navy’s ability to recruit and retain the talents of varied demo- 
graphics has a direct impact on mission success. We are actively creating programs 
to enhance personal and professional development while providing life-work balance. 

Sailors and their families continue to benefit from comprehensive parental sup- 
port programs including paternity and adoption leave, extended operational 
deferment for new mothers, and expanded childcare. We continue to support life- 
work integration while meeting mission requirements through initiatives such as 
Career Intermission, telework, and other flexible work options. 

Communication with Navy Families 

Navy recognizes that social networking and the Internet can greatly facilitate 
communication efforts with sailors and their families. We continue to promote open, 
frequent communication with our sailors and their families and encourage develop- 
ment of social networking accounts, mobile applications, public websites, and pub- 
lishing newsletters to sailors and their families via email. 

The Navy Recruiting Command “Navy for Moms” website received a 2011 Work- 
force Management Magazine Optimas Award for “Service.” Through this award-win- 
ning website, families of current sailors can share information with families of fu- 
ture sailors and answer many questions about Navy life. Since its establishment in 
March 2008, more than 36,000 members have used the website to discuss issues 
with others who share common concerns. “Military OneSource” provides information 
on many topics, including parenting and childcare, educational services, financial in- 
formation and counseling, civilian legal advice, crisis support, and relocation infor- 
mation. This free, 24/7 information and referral service offers practical solutions, 
background information and advice via the telephone, email, or the web to all Active 
Duty and Reserve sailors, and their families. 

Social media venues such as Facebook have quickly become a primary and effec- 
tive means of communicating with a wide audience, including family members. Ad- 
ditionally, in cooperation with Navy’s Chief of Information’s social media team, we 
are able to connect to a much broader audience by taking advantage of the U.S. 
Navy official Facebook page, which currently has more than 400,000 fans. 

Recognized for Results 

Our efforts have culminated in Navy’s recognition as a Top 50 organization. Top 
50 organizations encourage innovation and focus on performance, while taking care 
of their people through programs and policies that support a culture of trust, re- 
spect, and collaboration. In October 2011, Navy received several awards for Busi- 
ness Excellence in Workplace Flexibility from the Alfred P. Sloan Foundation. These 
awards recognize initiatives introduced at six different organizations across the 
Navy that promote flexible work options while still achieving business goals. For the 
third year in a row, Navy received the prestigious Workforce Management Maga- 
zine’s Optimas Award. This marked the first time in the award’s 21-year history an 
organization has won 3 consecutive years. 

Navy continues to earn recognition for its high quality training and development 
programs. In the 3 years since Navy began participating in the American Society 
for Training and Development (ASTD) awards program, no other organization has 
won more awards for “Excellence in Practice.” Most recently. Navy was honored 
with an ASTD BEST Award, ranking third out of 32 best training organizations 
from a prestigious list of recipients from 6 nations. For the second year. Training 
Magazine recognized Navy as one of the premier training organizations in the coun- 
try, ranking seventh out of 125 organizations recognized. We remain committed to 
seeking out best practices across industry and benchmarking our programs against 
the best in the Nation. 


X. CONCLUSION 

The President’s fiscal year 2013 budget request supports critical programs that 
will ensure Navy’s continued success in delivering the personal component of CNO’s 
Sailing Directions, the Navy Total Force Strategy for the 21st Century, and key ca- 
pabilities in support of Sustaining U.S. Global Leadership: Priorities for 21st Cen- 
tury Defense. I look forward to working with you as we continue to shape the Navy 
to meet current and emerging requirements, while confronting the challenges that 
lie ahead. On behalf of the men and women of the U.S. Navy, and their families, 
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I extend our sincere appreciation for your leadership, commitment and unwavering 
support. Thank you. 


Prepared Statement by Lt. Gen. Robert E. Milstead, Jr., USMC 

Chairman Wehh, Ranking Member Graham, and distinguished members of the 
subcommittee, it is my privilege to appear before you today to provide an overview 
on Marine Corps personnel. 


I. YOUR MARINES 

The Marine Corps is our Nation’s expeditionary force in readiness. We are ready 
to respond to today’s crisis — with today’s force — TODAY! Currently, approximately 
27,000 marines are forward-deployed in operations supporting our Nation’s defense. 
Our individual marines are the Corps’ most sacred resource, and the quality of our 
force has never been better. 


II. END STRENGTH 

New strategic guidance issued by the President and the Secretary of Defense pro- 
vides the framework by which the Marine Corps will balance the demands of the 
future security environment with the realities of our current fiscal environment and 
the lessons learned from 10 years of combat. The new strategy includes a reduction 
in our Active component end strength from 202,100 to 182,100 by the end of fiscal 
year 2016, while maintaining our Reserve component at 39,600 marines. Although 
reshaping the Marine Corps to a force of approximately 182,100 marines entails 
some risk relative to current and anticipated capacity requirements, we believe that 
it is manageable. Your new Corps will have fewer infantry battalions, fixed wing, 
aviation squadrons, and general support combat logistics battalions than we had 
prior to September 11. However, it adds cyber warfare capability, special operators, 
wartime enablers and higher unit manning levels — all lessons gleaned from recent 
combat operations. 

Our intent will be to conduct our drawdown in a measured way beginning in fiscal 
year 2013. Our plan is to reduce our end strength by approximately 5,000 marines 
per year and will be accomplished by some accession cuts, natural attrition, and vol- 
untary separation and retirement authorities. The drawdown cannot be accom- 
plished by accession cuts alone — that is a lesson learned from the last drawdown 
in the 1990s. In addition, we have no plan to conduct a reduction-in-force (RIF) of 
our marines; they will be allowed to complete their current period of service. Our 
all-volunteer system is built upon a reasonable opportunity for retention and ad- 
vancement; wholesale cuts undermine the faith and confidence in service leadership 
and create long-term experience deficits with negative operational impacts. Such an 
approach would no doubt do significant long-term damage to our ability to recruit 
and maintain a quality force. 

Our overarching goal must be to keep faith with our marines and their families. 

III. MARINE CORPS RESERVE 

Our Reserve component continues to make essential contributions to Total Force 
efforts in Overseas Contingency Operations. In 2011, we continued to refocus our 
recruiting and retention efforts on meeting our Reserve component authorized end 
strength. These efforts included increases to the non-prior service recruiting mis- 
sion, lowering rates of attrition, and discreet targeting of those marines eligible to 
receive an incentive. As a result, we achieved over 99.8 percent — 39,527 — of author- 
ized end strength in fiscal year 2011 (not including reservists who served on active 
duty at least 3 of the prior 4 years). 

Our incentives budget is $5.4 million in fiscal year 2012, and we project an end 
strength of 39,249, approximately 1 percent below our authorized level. For fiscal 
year 2012 and beyond, we have refined the use of incentives to strengthen manning 
in specialties and grades where we remain critically short. In particular, the recruit- 
ment of company grade officers and aviators remains most challenging. Targeted in- 
centives and transition assistance outreach programs help us to attract junior offi- 
cers who are leaving the Active component. While transitioning officers from the Ac- 
tive component provide the majority of our company grade officer leadership, we 
have had considerable success commissioning officers directly into the Reserve. The 
Reserve Officer Commissioning Program, which includes Officer Candidate Course- 
Reserve (OCC-R) — has produced a total of 431 lieutenants for the Marine Corps 
since its creation in 2006 and has increased company grade officer fills from 21 to 
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46 percent. More importantly, it enables the Marine Corps Reserve to place officers 
in critical small unit leadership positions at the platoon and company level. 

To complement outreach efforts and the use of incentives, and to address the chal- 
lenges of geographic constraints, we offer occupational specialty retraining. The 
Prior Service Military Occupational Specialty Retraining Program is crucial in our 
efforts to join enlisted marines to units that are located in areas of the country 
where it is geographically challenging to recruit. This training has helped us to 
build positive trends with respect to recruiting and retention and are integral to our 
future success. 

This year we increased efforts to fully staff Reserve aviation squadrons. To 
achieve this goal, we developed a number of Reserve aviation manpower initiatives 
designed to encourage transitioning Active component aviators to affiliate with Re- 
serve units. Since there are a limited number of Reserve squadrons, the use of trav- 
el reimbursement, incentives, and aviator retraining programs are critical to achiev- 
ing our staffing goals. Altogether, these programs, combined with our prior service 
recruiting efforts, should provide for at least 90 percent manning of critical combat 
arms and company grade officer billets by the end of fiscal year 2014, with Reserve 
squadrons reaching this mark 1 year later. 

IV. RECRUITING 

The Marine Corps is unique in that all recruiting efforts (officer, enlisted, regular. 
Reserve, and prior-service) fall under the direction of the Marine Corps Recruiting 
Command. Operationally, this provides us with tremendous flexibility and unity of 
command, allowing us to meet accession requirements. 

To meet future challenges in the recruiting environment, it is imperative that we 
maintain our high standards both for our recruiters and those who volunteer to 
serve in our Corps. Recruiting quality youth ultimately translates into higher per- 
formance, reduced attrition, increased retention, and improved readiness for the op- 
erating forces. Our actions, commitment, and investments today in recruiting ensure 
a high state of readiness in our Corps tomorrow. 

In fiscal year 2011, we achieved over 100 percent of our enlisted and officer re- 
cruiting goals for both the Active and Reserve components. On the enlisted side, we 
accessed over 99 percent Tier 1 high school diploma graduates and over 74 percent 
in the upper Mental Groups of I-IIIAs, both exceeding Department of Defense qual- 
ity standards. Our fiscal year 2012 Mission for enlisted marines is 28,500 regulars 
(Active component) and 5,450 reservists. In fiscal year 2012, we expect to meet our 
annual recruiting mission to include all quality goals. Additionally, we expect to 
have a strong population of qualified individuals ready to ship to recruit training 
as we enter fiscal year 2013. The fiscal year 2013 mission forecast is 28,500 regulars 
and 5,800 reservists. 

The Marine Corps seeks to reflect the diversity of the Nation and be representa- 
tive of those we serve. Diversity remains a strategic issue that raises our total capa- 
bility by leveraging the strengths and talents of all marines. In fiscal year 2011, a 
tremendous amount of effort and resources was placed into communicating the Ma- 
rine Corps diversity message through community outreach, recruit marketing, train- 
ing and education. This enduring challenge requires the Corps to strategically 
evaluate our current efforts in order to drive toward improved capabilities. 

Our officer accessions mission for fiscal year 2012 is 1,450 Active Duty and 125 
Reserve officers. Historically, the Active component has been the exclusive source 
of lieutenants and captains for the Reserves. As previously noted, filling company 
grade officer billets for our Selected Marine Corps Reserve units is traditionally our 
greatest challenge, but the success from the OCC-R program is proving to help in 
remedying this shortfall. 

Our recruiting command is taking a hard look at its advertising budget. It is im- 
perative that we maintain the momentum within a competitive media environment 
and still provide the basic awareness level when reaching out to an increasing num- 
ber of critical audiences (prospects and their influencers, officer candidates, and 
multicultural audiences) to include our diversity outreach. It is important that we 
acknowledge that today’s successes are dividends from the investments made in re- 
cruiting and advertising 4 to 5 years ago. 

Our greatest asset is the individual marine and recruiting remains the lifeblood 
to the Corps and our bedrock to “Make Marines, Win Battles, and Return Quality 
Citizens.” We thank you for the generous support you have provided to us and look 
forward to working with you to ensure continued success in the future. 
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V. RETENTION 

In fiscal year 2011, the Marine Corps achieved hoth its accession and retention 
missions and completed the year with a 201,497 Active component end strength (in- 
cluding 340 reservists who served on active duty at least 3 of the prior 4 years). 
For fiscal year 2012, we will continue to assess all recruiting and retention missions, 
enabling the Marine Corps to successfully meet our mission requirements and poise 
the force for the impending drawdown. 

Even with our successes in recruiting, retention, and overall end strength, the 
Marine Corps must continue to shape our force to meet continuing mission require- 
ments and fill critical military occupational specialties (MOSs) with the most quali- 
fied marines. Incentive pays remain critical to this effort, allowing the Marine Corps 
to fill hard to recruit positions, such as crypto linguists and reconnaissance. Enlist- 
ment bonuses also allow us to ship new recruits at critical times to balance recruit 
loads at the depots and meet school seat requirements. It is important to note that 
only 8 percent of new Marine Corps recruits receive an enlistment bonus; the Ma- 
rine Corps budget for enlistment bonuses has decreased from $75 million in fiscal 
year 2008 to $14.7 million in fiscal year 2012. 

Selective Reenlistment Bonuses (SRBs) similarly allow us to shape our career 
force. SRBs target critical MOSs and allow us to laterally move marines to these 
MOSs. There are currently 6 of 205 occupational specialties where the on-hand 
number of marines is less than 80 percent of what is required. Our SRB funding 
has decreased from $468 million in fiscal year 2009 to $108.6 million in fiscal year 
2012 . 


VI. WOMEN IN SERVICE REVIEW 

As directed by the National Defense Authorization Act for Fiscal Year 2011, the 
Marine Corps, alongside the other Services, conducted a review of the laws, policies 
and regulations regarding the service of female members. The findings were deliv- 
ered to Congress in February 2012. The Marine Corps requested an exception to pol- 
icy that would allow for the assignment of Active component female company grade 
officers and staff noncommissioned officers (E-6 and E-7) into select Ground Com- 
bat Element (GCE) units (Artillery, Tanks, Assault Amphibian, Low Altitude Air 
Defense, Combat Engineer and Combat Assault) down to the battalion level, in mili- 
tary occupational specialties (MOSs) already open to female marines. This will open 
97 officer billets and 274 staff noncommissioned officer billets for assignment of fe- 
male marines during 2012. 

Concurrent with the exception to policy, the Marine Corps will conduct respon- 
sible research to generate data that can be used to make informed decisions and 
potentially develop appropriate gender neutral tests to screen males and females 
prior to assignment to the GCE. We must ensure that all marines assigned to the 
GCE have the required physical aptitude. This research will include a force survey 
and a research study that will assess the potential impact on recruiting, MOS classi- 
fication, entry level training, and promotions in order to inform future assignment 
decisions. We will report back to the Secretary of Defense with an initial assessment 
in November 2012. 

The Marine Corps is committed to utilizing the skills and abilities of our marines 
to achieve the highest levels of unit readiness and focus on mission accomplishment. 
We are proud of the contributions that women make across the Marine Corps and 
want to ensure female marines continue to have opportunities to be successful. 

VII. DIVERSITY 

The Marine Corps is committed to attracting, mentoring and retaining the most 
talented men and women who bring a diversity of background, culture and skill in 
service to our Nation. In both representation and assignment of marines, diversity 
remains a strategic issue. Our diversity effort is structured with the understanding 
that the objective of diversity is not merely to strive for a force that reflects a rep- 
resentational connectedness with the rich fabric of all the American people, but to 
raise total capability through leveraging the strengths and talents of all marines. 

We are near completion of a new comprehensive campaign plan to focus our diver- 
sity effort in areas where improvement is most needed and anticipate release of this 
roadmap this year. This is an effort facilitated through our standing Diversity Re- 
view Board and a Diversity Executive Steering Committee chartered to establish the 
foundations for diversity success in the Total Force. In addition, since 2010, we have 
conducted leadership seminars that introduce diverse college undergraduates to Ma- 
rine leadership traits and leadership opportunities in the Marine Corps; we are ac- 
tively seeking new communities within which to continue this effort. 
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The Marine Corps has established minority officer recruiting and mentoring as 
the highest priority in our recruiting efforts. Because we acknowledge the accession 
and retention of minority officers has been a challenge for our Corps, we are com- 
mitted to taking steps to further facilitate the mentoring and career development 
of all our officers with emphasis on our minority officers in order to encourage the 
retention of our best officers no matter their background. 

Overall, we seek to communicate the Marine Corps diversity mission through 
community outreach and recruit marketing; to ensure continued opportunities for 
merit based development and advancement; and to optimize training and education 
to increase the understanding for all marines of the value that diversity brings to 
the Total Force. 

VIII. TAKING CAKE OF MARINES, SAILORS, AND FAMILIES 

Marine families are America’s families and a model for the Nation. The Marine 
Corps will continue to take care of its marines and families through enhanced fam- 
ily readiness and family care programs. Marine communities are a team, and our 
programs promote increased socialization and community connection through official 
unit communication, readiness preparation and information, and referral opportuni- 
ties. These programs seek to improve resiliency by training marines and families 
how to cope with the rigors of life in the Marine Corps, whether at home or de- 
ployed. 

Family Readiness 

The Marine Corps has 380 Family Readiness Officers, who connect marines and 
families at the grassroots level to critical information and referrals and assist fami- 
lies during all phases of deployments. We recently completed an overhaul of our Ma- 
rine Corps Family Team Building Training to ensure we are providing relevant, 
standardized and timely support and information to our families. In fiscal year 
2011, we provided 5,869 Marine Corps Family Team Building training sessions. 

Family readiness also benefits from dependable yet innovative communication 
tools that help families effectively manage their lives in times of stress. eMarine, 
a secure website, delivers readiness information to marines and their families 
whether they are on active duty stationed at large installations or in the Reserves 
living in remote locations. It gives family members access to documents, photos and 
videos, discussion forums, and vital information about their marine’s unit from any- 
where in the world, 24/7. 

The Marine Corps conducted a full review during fiscal year 2011 of its Family 
Readiness programs to ensure they adequately support the mission and operational 
requirements of the Marine Corps. While our programs conform to the Com- 
mandant’s guidance and congressional direction, we are developing program plans 
and supporting resource requirements to maintain capabilities at appropriate levels. 

Family Care 

Family care programs support the care and development continuum of Marine 
Corps children from birth into their teens. Family care includes our school liaisons, 
who provide approximately 70 school districts with information about the needs of 
Marine Corps families and access to beneficial training and counseling services to 
support teachers and students. Marine parents are comforted by the support of a 
local education expert, who provides meaningful insight to new transfers and those 
with questions on local education policies. 

Child care services remain a high priority. In fiscal year 2011, we provided 15,927 
child care spaces, which reflects an 18 percent increase in capacity from fiscal year 
2010. The Marine Corps opened five new child development centers in fiscal year 
2011 and plans to open eight more in fiscal year 2012. The Marine Corps has com- 
pleted a Child Development Program and Facility Master Plan, which reviewed 
child care capabilities and costs across the Marine Corps. This plan will facilitate 
efforts to build multi-capable, adaptable services, reexamine structure, and ensure 
that our programs are prepared to deliver child care in an efficient manner. We will 
continue to standardize our processes in fiscal year 2012 and will work to enhance 
child care for marines and families serving on independent duty or at locations that 
are isolated from military bases and stations. We are also expanding our staffing 
model to include nurses at our Child Development Centers and behavioral health 
specialists at our installations across our family programs. 

Families enrolled in our Exceptional Family Member Program (EFMP) strongly 
endorse our focus on providing a continuum of care and the improvements made to 
their level of support. Two years of increasing enrollments and a reduction in issues 
experienced by families relocating to new duty stations demonstrate this approval. 
EFMP had only 4,500 enrolled family members in fiscal year 2008; it has over 
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10.000 today. The Marine Corps continues to underwrite the cost of up to 40 hours 
of short-term respite care per month for enrolled families, providing more than 

460.000 hours of respite care in fiscal year 2011. We continue to transform our pro- 
gram, which the Department of Defense (DOD) and our sister services continue to 
recognize as a premier program. Marine Corps policy ensures that the assignment 
and relocation process is sensitive to EFMP family needs and allows marines to re- 
main competitive for promotion while maintaining a continuum of care for excep- 
tional family members. 

Personal and Professional Development 

We recognize and encourage all marines and their spouses to pursue and achieve 
their life goals while serving in the Marine Corps or beyond as veteran marines. 
Our Personal and Professional Development (P&PD) program supports marines and 
their spouses with their education, employment, financial fitness, and transition 
readiness goals. This program integrates the efforts of several formerly-disparate 
programs (education services, transition assistance, spouse employment support, 
personal financial management, relocation assistance, library programs and the Ma- 
rine For Life network) to ensure we provide our marines and spouses holistic edu- 
cation and support. 

One of our most significant initiatives is to revise and improve our Transition As- 
sistance Management Program (TAMP) to better meet the needs of our transitioning 
marines and their families. TAMP is being integrated and mapped into the lifecycle 
of a marine from recruitment, through separation or retirement, and beyond as vet- 
eran marines. The Marine Corps efforts will comply with the multi-agency initiative, 
led by OSD and VA, to help improve employment prospects of veterans, as well as 
with implementing the provisions of the recently enacted Veterans Opportunity to 
Work (VOW) Act. 

The integration of our Marine For Life program in the P&PD Program has im- 
proved our ability to work with the civilian community to find opportunities for our 
transitioning marines and their spouses. Marine For Life also provides an avenue 
for marine veterans to reach back for assistance or to volunteer their services to as- 
sist transitioning or veteran marines in their communities. 

Regarding spouse emplo 3 mient opportunities, we see that tying these programs 
more closely with formerly marine-focused programs, such as transition assistance 
and on-base education, creates significant synergy. Many of the same employers who 
seek marine veterans are also interested in employing marine spouses. We look for- 
ward to working with the Joining Forces Initiative, which seeks to streamline cer- 
tification and licensure procedures for marine spouses. We also support parallel ef- 
forts to qualify marines for certifications based upon military training and experi- 
ence. 

Our P&PD Program includes personal finance counseling efforts to help marines 
make responsible financial decisions. We have created a new personal financial 
management curriculum that covers 34 major topics including saving and investing, 
credit and debt management, and smart home buying, selling and renting. These 
efforts help ensure that we are not focusing solely on those in financial distress but 
also on preparing marines and their families to be financially stable and prepared. 

Bringing all of these programs together to offer an integrated set of personal and 
professional development services will enable marines and their families to be more 
effective, and more ready. At the same time, these services will help marines be bet- 
ter prepared to make the transition back to civilian life whether it be after a 4-year 
enlistment or a 30-year career. 

Behavioral Health Integration 

The integration of our behavioral health programs seamlessly weaves our efforts 
in sexual assault, suicide, combat and operational stress, substance abuse and fam- 
ily advocacy/domestic violence into the larger support network of command struc- 
tures and the health and human services across the Marine Corps. We focus on evi- 
dence-based practices to ensure we are providing effective support in these critical 
areas and utilize our Behavioral Health Information Network, which is a web-based 
clearinghouse, for the latest information on behavioral health. This integration fur- 
ther benefits from our Behavioral Health Advisory Committee, a committee char- 
tered for the purposes of examining promising practices and making recommenda- 
tions on our behavioral health programs. A universal prevention training module, 
which is in development, will reduce redundancy in our training efforts by inte- 
grating all behavioral health program information. This training will discuss com- 
mon risk and protective factors across all behavioral health programs. 
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Sexual Assault Prevention and Response 

Our Sexual Assault Prevention and Response Program follows a holistic approach 
to prevention and response, utilizing a top-down leadership message of support and 
an emphasis on bystander intervention. Marines have an inherent responsibility to 
step up and step in to prevent sexual assault. Our priority is to reduce the number 
of incidents as well as reduce the number of unreported sexual assaults by utilizing 
a consistent and focused emphasis on command climate. The Marine Corps has revi- 
talized our curriculum for noncommissioned officers to include a new video-based 
bystander training, entitled “Take a Stand,” designed to reduce stigma by stimu- 
lating conversation and engaging marines with a more personalized message about 
sexual assault prevention. 

We are revitalizing our Command Team training module, updating our annual 
training and enhancing our training for all first responders. We have staffed our in- 
stallations with subject matter experts, positioned to have the greatest impact on 
victims and victim care. In addition, 24/7 Helplines are available at all major instal- 
lations and Reserve headquarters to provide resources and advocacy for victims. 
These Helplines are answered by victim advocates who are trained to provide imme- 
diate services to victims of sexual assault. 

We continue our focus on accountability for those who violate the Uniform Code 
of Military Justice. The Marine Corps Trial Counsel Assistance Program (TCAP) 
trained 118 Judge Advocates in sexual assault investigation and prosecution best 
practices in fiscal year 2011. TCAP will continue this training in fiscal year 2012 
and plans to train approximately 126 Judge Advocates and 75 enlisted paralegals. 
The DOD-wide release of the Defense Sexual Assault Incident Reporting Database 
will enhance current case management capabilities. 

Suicide Prevention 

In calendar year 2011, we lost 33 marines to suicide, and we preliminarily re- 
corded 171 suicide attempts. While we have seen 2 consecutive years of decreased 
suicides and evidence of change in marine attitudes toward behavioral health, we 
still have much work to do. Leaders prevent suicide by strengthening all marines 
and encouraging marines to engage helping services early, when problems are most 
manageable. We continually encourage marines to recognize, acknowledge and seek 
help for stress reactions, and we deploy evidence-based prevention practices such as 
peer-to-peer suicide prevention training. The Marine Corps will work closely with 
the DOD Suicide Prevention Office to implement recommendations of its Joint Task 
Force on the Prevention of Suicide. Our award-winning “Never Leave a Marine Be- 
hind” suicide prevention program, which is peer-led and continually updated to re- 
flect emerging evidence-based practices, is tailored to reflect the culture and values 
of the Marine Corps. We will continue to forge strong relationships with Federal 
agencies, academia, and private industry in order to further our understanding of 
suicide prevention. 

Combat and Operational Stress Control 

Combat and Operational Stress Control (COSC) helps Marine leaders maintain 
their warfighting capabilities by addressing the negative impacts of stress. COSC 
enhances force preservation, readiness and the long-term health and well-being of 
marines and their families. Every battalion or equivalent unit across the Total Force 
will have an Operational Stress Control and Readiness (OSCAR) team by mid-2012. 
OSCAR teams are comprised of mentors (selected unit marines and leaders), extend- 
ers (unit medical and religious personnel), and mental health professionals, who 
provide a network of support. As of March 2012, the Marine Corps had trained over 
10,000 marines as OSCAR mentors, who help reduce stigma and act as sensors for 
the commander by noticing small changes in behavior and taking action early before 
stress becomes a medical issue. COSC is incorporating lessons learned into new 
courses in COSC fundamentals for all levels of enlisted professional military edu- 
cation. 

Our DSTRESS Line, which will have a global capacity by mid-2012, addresses the 
full spectrum of behavioral health needs, whether they are problems arising from 
the everyday stressors of life or a suicidal crisis. DSTRESS Line is a “by Marine/ 
for Marine” counseling center for marines, attached Sailors, and families, who can 
call, chat online, or Skype with a veteran marine. Fleet Marine Force corpsman, or 
Marine Corps family member. 

Substance Abuse 

Our Substance Abuse Program works to reduce substance abuse and dependency 
disorders that negatively affect the operational readiness and health of the force. 
The program’s tenets are prevention, treatment and drug demand reduction. We are 
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executing an Alcohol Abuse Prevention Campaign throughout the Marine Corps this 
year to reduce the negative impact that alcohol abuse and misuse has on the Marine 
Corps’ readiness and health. 

Marine Total Fitness 

In fiscal year 2012, we will also continue to develop our Marine Total Fitness con- 
cept to develop marines of exemplary physical, psychological, spiritual and social 
character. Marine Total Fitness, which will support the Department of the Navy’s 
21st Century Sailor and Marine Initiative will infuse resilience-based information 
and concepts into all aspects of a marine’s training and readiness. A totally fit ma- 
rine exhibits exemplary physical, mental, spiritual, and social character and is pre- 
pared to successfully operate in and respond to the rigors, demands, and stressors 
of both combat and garrison. The four pillars of Marine Total Fitness — physical, psy- 
chological, social, and spiritual — provide an avenue to deliver programs, initiatives 
and resources. 

Casualty Assistance 

The Marine Corps Casualty Assistance Program is committed to ensuring that 
families of our fallen marines are treated with the utmost compassion, dignity, and 
honor. Always seeking to improve survivor assistance and demonstrating a record 
of quick, effective action, our Casualty Assistance Program is a 24-hour-per-day op- 
eration manned by marines and civilians trained in casualty reporting, notification 
and casualty-assistance procedures. Casualty Assistance Calls Officers assist the 
next-of-kin with burial arrangements, applications for benefits and entitlements, 
contact with benevolent and philanthropic organizations, and obtaining reports of 
investigation. Within days of the incident, families are connected to representatives 
from the Tragedy Assistance Program for Survivors, a nationally-recognized pro- 
vider of comfort and care to those who have suffered the loss of a military loved 
one. The Marine Corps reaches out to the next-of-kin approximately 60 days after 
the loss to help resolve any remaining issues and to let the families know that they 
are still part of the Marine Corps family. We will remain steadfast in our support 
of our Marine Corps families who have paid so much in service to our Nation. 

IX. SEMPER FIT & EXCHANGE SERVICES 

I want to thank Congress, especially this subcommittee, for your continued sup- 
port for our Marine Corps Semper Fit and Exchange programs. In the National De- 
fense Authorization Act for Fiscal Year 2012, you and your colleagues included a 
provision which allows us to access credit for business operations through the Fed- 
eral Financing Bank and thereby lock-in the best possible interest rates. Thank you 
for your hard work on that bill. 

The Commandant continues to stress that the Marine Corps will keep faith with 
our marines, our sailors, and our families. We repeat this theme in all that we do 
as we strive to deliver capability-based programs all the way down to the unit level. 

Semper Fit & Recreation 

Our Semper Fit and Recreation programs support the readiness, resiliency, and 
retention goals of your Marine Corps. Our efforts are primarily focused on the areas 
of fitness, sports, health promotion, and recreation, as they are essential in main- 
taining a fit marine. We recently introduced High Intensity Tactical Training 
(HITT), a comprehensive strength and conditioning program geared towards opti- 
mizing physical performance and combat readiness. HITT is designed to reduce the 
likelihood of injury while in theater; initial feedback from marines is positive and 
Corps-wide rollout of the program, including use in Afghanistan, began in February 
and will be completed at all installations by June 2012. 

Social resilience is linked with unit cohesion and we are identifying unit-driven 
recreational activities to provide at Marine Corps installations. Operation Adrena- 
line Rush, currently offered at two installations, assists marines in reintegration by 
empowering small unit leaders, maintaining combat readiness, and reinforcing unit 
cohesion. The program offers opportunities for outdoor recreation activities such as 
Whitewater rafting and deep sea fishing. 

Overall, Semper Fit makes every effort to deliver high quality programs and serv- 
ices to marines and their families. Our programs are vital to the continued success 
and development of your marines and your Corps. 

Marine Corps Exchange and Temporary Lodging Facilities 

The Marine Corps Exchange (MCX) is inextricably linked to our mission of taking 
care of marines and their families and is an important part of the overall non-mone- 
tary benefits package. Our success is measured on the program’s value and con- 
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tributions to the readiness and retention of our marines, as well as our ability to 
provide unparalleled customer service, premier facilities, and valued goods and serv- 
ices at a savings. With MCX, unlike any other retail store, marines can rely upon 
a high quality product at a fair price and know that the proceeds are returned to 
their community, creating a stronger Marine Corps. Like other Marine Corps Com- 
munity Services (MCCS) facility master planning efforts, MCX is executing brand- 
ing strategies, and our aggressive re-investment into our main stores is near com- 
pletion. We are also expanding the branding strategies to focus on our Marine Marts 
and Temporary Lodging Facilities. All Marine Corps design standards are focused 
on energy efficiency and sustainability. 

Deployed Support 

Deployed support is one of the most important services we provide. Our Exchange, 
Recreation and Fitness, Communication, and MCCS Amenity Wi-Fi services not 
only boost and maintain morale, but also help to reduce mission-related stress. 

Exchange 

Ongoing missions in Afghanistan include the operation of two Direct Operation 
Exchanges Tactical at Camps Leatherneck and Dwyer, one Tactical Field Exchange 
at Camp Delaram II, one Imprest Fund Site at Forward Operating Base (FOB) Ed- 
inburgh, and numerous Warfighter Express Services Teams operating out of Camps 
Leatherneck, Dwyer, and FOB Edinburgh. 

Recreation and Fitness 

We assist in providing sports, recreational, and fitness equipment to units 
throughout Helmand Province. This transportable equipment includes sports/recre- 
ation cooler kits filled with sports gear and board games, electronic game kits, The- 
ater-in-a-Box kits, and functional fitness equipment for use in austere environ- 
ments. Reading materials, both electronic and paperback, are also available. 

Communieation 

Morale Satellite services are available to forward operating bases, combat out- 
posts, and other austere locations. We have delivered 13 satellite communications 
systems to units in Afghanistan. Each system has 2 phones which each provide 
6,000 free minutes per month and 5 laptops that allow internet access, social net- 
working, and chat/video capabilities to deployed marines. In 2011, we provided over 
a half-million minutes of telephone air time. In addition, approximately 23,683 ma- 
rines were able to use the Morale Satellite services at several different FOBs, in- 
cluding over 2,100 telephone calls over the Thanksgiving and Christmas holidays. 

MotoMail, supported by Marine and Family Programs and first offered in Decem- 
ber 2004, is another form of communications support which continues to serve ma- 
rines and families. MotoMail allows friends and family members to submit letters 
and pictures online to deployed marines. A marine will receive their letter within 
24 hours of submission. Since implementing this free service, over 4. 1 million letters 
have been created and delivered. 

MCCS Amenity Wi-Fi Solution 

The Marine Corps Community Services Amenity Wireless Fidelity (Wi-Fi) Solu- 
tion program deploys Wi-Fi capability at no cost to marines and families. This mo- 
rale and welfare initiative helps marines stay in contact while separated from their 
families. The Wi-Fi is conveniently located at temporary lodging facilities, exchange 
food courts, libraries, education centers, child and youth centers, clubs, and Wound- 
ed Warrior Program facilities. Since its inception, our Wi-Fi program has been pop- 
ular with marines and their families. As of the first of this year, the program is 
available on 19 Marine Corps installations with 240 buildings receiving Wi-Fi cov- 
erage. 


X. WOUNDED WARRIOR REGIMENT 

The Marine Corps is grateful for this subcommittee’s recognition of the service 
and sacrifices of wounded, ill, and injured (WII) marines and their families. Your 
marines continue to sustain wounds on the battlefield, including catastrophic inju- 
ries that present significant quality of life challenges. Marines also continue to be 
injured in training accidents, become ill, and experience other tragedies that require 
a wide range of interconnected non-medical care. Through our Wounded Warrior 
Regiment (WWR), we provide this care — from the point of injury or illness through 
return to duty or reintegration to civilian communities. 

Our WWR is a single command with a strategic reach that provides non-medical 
care to the total Marine force. The Regimental Headquarters in Quantico, VA, com- 
mands the operation of two Wounded Warrior Battalions (at Camp Lejeune, NC, 
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and Camp Pendleton, CA) and multiple detachments in locations around the globe, 
including at major Military Treatment Facilities and Department of Veterans Af- 
fairs Polytrauma Centers. All WWR elements function as a cohesive team to allow 
for consistent, top-notch services for WII marines, their family members, and care- 
givers. 

The Marine Corps approach to wounded warrior care is to return recovering ma- 
rines to their parent units as quickly as their medical conditions permit. Allowing 
marines to “stay in the fight” is what makes our care model unique and successful. 
When WII marines remain with their parent units, they are supported by their reg- 
ular command structure with the full assistance of our WWRs comprehensive as- 
sets. WII marines with medically acute cases (typically when their recoveries are 
more complex and medical treatment or rehabilitation is expected to exceed 90 days) 
are joined to a WWR element where they are enrolled in programs to not only heal 
them medically, but also strengthen their mind, body, spirit, and family during re- 
covery and rehabilitation. 

There is no one-size-fits-all approach to warrior care. Each case is unique based 
upon the marine’s phase of recovery, their location and family situation. Care does 
not lend itself to a process, but rather, it is a relationship between the WWR and 
the WII marine. As leadership is an integral part of the healing process, our WWR 
assigns specially-trained Marine Section Leaders to various locations where WII ma- 
rines are joined to maintain good order and discipline and ensure that these WII 
marines are provided leadership, mentorship, and encouragement on a daily basis. 

Assets and Capabilities 

Now in its fifth year of operation, our WWR continues to refine its programs and 
services. Many program improvements are based upon sound feedback from WII 
marines, their family members and caregivers. Our fundamental assets and capa- 
bilities are available to WII marines whether they are joined to the WWR or remain 
with their parent command. 

Recovery Care Coordinators (RCCs) 

We currently provide 49 RCCs to approximately 1,220 WII marines, 60 percent 
of whom are joined to the WWR and 40 percent remain with their parent command. 
Our RCCs are located at 14 sites and serve as the WII marine’s central point of 
contact to help them set and meet their recovery and transition goals. RCCs work 
in coordination with other members of the marine’s recovery team (Marine leader- 
ship, medical case managers, non-medical case managers, and others) to ensure re- 
covery and transition actions are fully coordinated. Recent improvements to the 
RCC program include standardizing Comprehensive Recovery Plans (CRPs), the WII 
marine’s “life map,” by implementing a quality assurance program for consistent 
CRP development and documentation. We have also developed a robust training 
program that provides RCCs with the critical skills necessary to identify WII ma- 
rines’ needs, translate those needs into concrete goals, and then provide actionable 
steps to help the marine meet their goals. To facilitate a smooth transition process, 
the RCCs have instituted a practice whereby they hand-off cases of marines who 
leave the Marine Corps to other WWR assets for post-transition monitoring and to 
provide for any ongoing or residual care coordination requirements. Our RCCs co- 
ordinate with the Department of Veterans Affairs’ Federal Recovery Coordinators 
(FRO on cases where WII marines have been assigned an FRC to ensure a smooth 
transition to VA services. 

Warrior Athlete Reconditioning Program 

When a marine is wounded, ill, or injured, our WWR helps focus them on their 
abilities through the Warrior Athlete Reconditioning Program (WAR-P). WAR-P 
provides activities and opportunities for marines to train as athletes, to increase 
their strength so they can continue with military service or develop healthy habits 
for life outside of the Marine Corps. WAR-P, which is mandatory for marines joined 
to the WWR, does more than help WII marines maintain a healthy body; it counters 
declining self-perception, depression and stress that may be associated with their in- 
jury. Under WAR-P, WII marines have more than 20 activities to choose from, in- 
cluding swimming, cycling, running, wheelchair basketball, and strength and condi- 
tioning. 

Sergeant Merlin German Wounded Warrior Call Center 

The Marine Corps continues to honor its commitment to keep faith with WII ma- 
rines through our WWR’s Call Center, a Department of Defense Best Practice, 
which renders resource and referral assistance to WII marines and Marine veterans. 
Our trained Call Center staff includes retired marines, other Marine veterans, and 
family members of marines augmented by a small staff of psychological health pro- 
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fessionals. They not only receive calls on a 24/7 basis, but also conduct outreach ef- 
forts to check on the well-being of WII marines. Combat-wounded marines who re- 
main with their parent units are contacted at prescribed intervals to determine if 
they have any needs or issues. If needs are identified, the marine is referred to a 
non-medical care manager for resolution. These calls can result in assignment to a 
Wounded Warrior Battalion or the assignment of a Recovery Care Coordinator, or 
both. This Call Center also serves as the WWR’s hub for its new social media ef- 
forts, which includes Facebook, Twitter, and a new WWR App that can provide fact 
sheets, news updates, and other WWR-specific information. 

Strategic Communication 

Clear, consistent, and accurate information regarding services and eligibility must 
reliably reach WII marines, their family members, and caregivers. To address this 
need, the WWR continually disseminates information on its programs and services 
to various audiences, including Marine Corps leaders, to ensure the Marine Corps 
total force, including all wounded warriors and commanders are aware of the 
WWR’s services. 

Community Reintegration 

As the vast majority of WII marines reintegrate to their communities, our WWR 
has taken steps to ensure they are highly competitive in a difficult job market. We 
provide specialized transition support through Transition Cells, located at WWR 
Headquarters and Wounded Warrior Battalions. Transition coordinators, both Ma- 
rine Corps and civilian employees (including representatives from the Departments 
of Labor and Veterans Affairs), work closely with marines to reach their employ- 
ment and education goals. Based on the WII marine’s ultimate goals, the transition 
coordinators determine their needs, develop pathways, provide coaching and re- 
sources, and help network for employment and careers. For WII marines who are 
joined to the WWR, their transition to civilian life begins as soon as their medical 
conditions allow (typically at outpatient status). They must start an education pro- 
gram, participate in an internship, or return to work (ideally in a military occupa- 
tional field commensurate with their established goals). 

Integrated Disability Evaluation System Support 

The Marine Corps supports the current Integrated Disability Evaluation System 
(IDES) process as it enables the recovering servicemember and family to continue 
to receive our support and transition smoothly to VA benefits from active duty sta- 
tus. While not a universal concern, some marines have expressed dissatisfaction 
with the IDES process due to the variance in their final DOD compensation package 
and their VA compensation based on the same VA disability rating determination. 
This is because DOD compensates for medical conditions that are determined to be 
military unfitting by the service Physical Evaluation Board (PEB), whereas VA com- 
pensates for all disabling medical conditions incurred or aggravated during a period 
of active duty. Although the Marine Corps does not own the IDES process, we own 
the marine and it is our responsibility to be their advocate. Over the past year, we 
have taken several actions to improve IDES performance. These actions include: 

• providing Marine Corps leadership with detailed IDES case processing in- 
formation, resulting in their ability to work closer with the Regional Med- 
ical Commanders on specific issues impacting IDES performance; 

• enhancing the PEB administrative staff and bolstering manning to per- 
form field-level counseling and case processing assistance; 

• providing Marine Corps disability evaluation attorneys with a list of ma- 
rines entering the IDES process for proactive advocacy prior to the Medical 
Evaluation Board (MEB) referral; and 

• ensuring all marines referred into the IDES receive a pocket-sized infor- 
mation pamphlet on the IDES process which provides detailed information 
on the establishment of the DOD and VA compensation based on the VA 
determined disability rating. It also identifies all actors (PEBLOs, VA Mili- 
tary Service Coordinators, DES Attorneys, and Independent Medical Re- 
viewers) in the IDES process and describes how the marine can work with 
that actor to achieve a better outcome. 

These initiatives have reduced case backlogs and improved case processing timeli- 
ness in the MEB and improved customer satisfaction. 

Program Assessment 

The WWR recognizes the importance of sound data to measure program effective- 
ness and inform changes in the way we serve WII marines and their families. Since 
the WWR was established in 2007, several surveys have been conducted. The most 
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recent survey was administered to WII marines joined to or supported by the WWR 
and posed questions relating to our various care coordination assets: Section Lead- 
ers, Recovery Care Coordinators, the Wounded Warrior Call Center and Battalion 
Contact Cells, Family Readiness Staff, and District Injured Support Coordinators. 
Findings reveal that satisfaction levels have increased for marines injured prior to 
2007 and are now consistent with WII marines injured post 2007. Much of this 
equalization can be attributed to the reach-back capability that the Call Center pos- 
sesses, conducting outreach calls to offer assistance. There was also an increase in 
satisfaction levels in the following areas: WWR personnel; the level of information 
provided/ability to provide information; and ability to provide support to family 
members. One of the most important data points from the survey: 81 percent of re- 
spondents agreed or strongly a^eed that WWR personnel do a good job of coordina- 
tion with each other to make things easier. 

Our WWR has also been assessed by the Department of Defense Task Force on 
the Care, Management, and Transition of Recovering Wounded, 111, and Injured 
Members of the Armed Services. We are pleased to point out that we were recog- 
nized for several best practices, including our Hope and Care Centers, customization 
and delivery of the Keeping It All Together Handbook to families at detachments, 
and our IDES Pocket Guide for Marines. 

WII marines and their family members and caregivers have sacrificed much and 
I can assure this subcommittee and Congress that we will fully honor their sac- 
rifices by continuing to provide them quality care and support to posture them for 
success, whether they return to duty or transition back to civilian life. 

XI. CIVILIAN MARINES 

Our civilian marines support the mission and daily functions of the Marine Corps 
and are an integral part of our Total Force. 

In recognition of the need to study and clearly define our civilian workforce re- 
quirements in light of civilian labor budget reductions, we proactively conducted a 
full review of the civilian workforce in late 2010. This measure resulted in a self- 
imposed hiring freeze from December 2010 to December 2011, but allowed time to 
prioritize requirements within affordable levels and align resources with capabili- 
ties. It also ensured the civilian labor force was shaped to support the mission of 
the Corps today and for the future. As a result of our efforts, the Marine Corps 
avoided drastic reductions of civilian personnel and was able to reduce from a 
planned level of 21,000 personnel in direct funded Full-Time Equivalencies to 
17,501. 

Our fiscal year 2013 civilian personnel budget reflects efforts to restrain growth 
in direct funded personnel. By establishing budgetary targets consistent with cur- 
rent fiscal realities, we will be able to hold our civilian labor force at fiscal year 
2010 end-of-year levels, with some exceptions for critical workforce growth areas 
such as acquisition, intelligence (National Intelligence Professionals), information 
technology, security (Marine Corps Civilian Law Enforcement Personnel), and cyber. 

The civilian labor budget represents less than 5 percent of the Marine Corps’ fis- 
cal year 2012 budgetary submission, demonstrating that our “best value” for the de- 
fense dollar applies to our civilians as well as our marines. 

XII. HEALTH CARE EFFICIENCIES 

The Marine Corps supports the reforms in military compensation programs in- 
cluded in the President’s fiscal year 2013 budget. The President’s budget acknowl- 
edges the reality that military pay, allowances, and health care costs cannot be ig- 
nored in our comprehensive effort to achieve savings. The compensation reforms are 
sensible. Modest pay raises continue — no reductions, no freezes. TRICARE care en- 
rollment and deductibles fees increase for retirees, but they are comparatively mod- 
erate and tiered based on retirement income. Pharmacy co-pays trend toward mar- 
ket rates and encourage the use of generic drugs and mail-order delivery. In all 
cases, costs remain substantially less than those in the private sector. 

XIII. CONCLUSION 

To continue to be successful, we must always remember that our individual ma- 
rines are our most precious asset, and we must continue to attract and retain the 
best and brightest into our ranks. Marines are proud of what they do. They are 
proud of the “Eagle, Globe, and Anchor” and what it represents to our country. With 
your support, a vibrant Marine Corps will continue to meet our Nation’s call. 

Thank you for the opportunity to present this testimony. 

Senator Webb. Secretary Ginsberg, welcome. 
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STATEMENT OF HON. DANIEL B. GINSBERG, ASSISTANT SEC- 
RETARY OF THE AIR FORCE FOR MANPOWER AND RESERVE 

AFFAIRS; ACCOMPANIED BY LT. GEN. DARRELL D. JONES, 

USAF, DEPUTY CHIEF OF STAFF FOR MANPOWER, PER- 
SONNEL AND SERVICES, U.S. AIR FORCE 

Mr. Ginsberg. Thank you very much, Mr. Chairman. 

Chairman Wehb, Ranking Member Graham, and members of the 
subcommittee. General Jones and I would like to thank you for the 
opportunity to testify today on behalf of more than 700,000 air- 
men — Active, Guard and Reserve, and civilian, who make up the 
most capable aerospace and cyberspace force the world has ever 
known. We know that you and members of the subcommittee are 
keenly interested in the well-being and support of our airmen. We 
must start by thanking you all for everything that you have done 
to support them each and every day. 

In the past year, our Nation’s airmen have performed magnifi- 
cently, carrying out operations precipitated by Arab Spring, major 
natural disasters. Homeland defense missions, and ongoing over- 
seas contingencies in Afghanistan and the conclusion of our Iraq 
operations. 

It is vital to visit our airmen firsthand and see their contribu- 
tions and challenges they face every day, and we can assure you 
that from Japan to Florida, from Wyoming to Kandahar, your 
members of the U.S. Air Force are laying it on the line for the Na- 
tion every single day. 

It is due to the quality of our All-Volunteer Force that your Air 
Force can project focused military power to achieve strategic, oper- 
ational, and tactical objectives globally in support of our national 
security interests. 

We have no higher priority than taking care of our airmen and 
ensuring that they have the resources and support that they and 
their families need to stay focused and ready to perform the de- 
manding missions we assign to them. 

As this subcommittee already is well aware, the Air Force had 
to make very hard choices in this year’s budget submission. We had 
to reconcile top-line reductions with our requirement to fulfill our 
global commitments and maintain acceptable levels of readiness 
while still sustaining key quality of life and core services for our 
people. Despite a difficult budget situation, the Air Force is com- 
mitted to providing cost-effective medical care services and pro- 
grams to maintain a healthy and resilient force. We must support 
our people to meet the demands of high operational tempo and per- 
sistent conflict. Developing and caring for our airmen will remain 
a key focus as we continue to become more efficient and develop 
smarter and more agile approaches to our achieving security objec- 
tives. 

Again, on behalf of Secretary Donley and General Schwartz and 
all of our airmen, we thank you for your commitment and support 
to our Air Force. We look forward to answering your questions. 

Senator Webb. Thank you very much. Secretary Ginsberg. 

General Jones, both of your full statements will be entered into 
the record at this time. 

[The joint prepared statement of Mr. Ginsberg and General 
Jones follows:] 
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Joint Prepahed Statement by Hon. Daniel B. Ginsberg and Lt. Gen. Darrell 

D. Jones, USAF 

The airmen of our great Air Force serve the Nation with distinction. They have 
performed valiantly during more than 20 continuous years of combat operations dat- 
ing back to Operation Desert Storm, while simultaneously supporting multiple 
broad-spectrum operations across the globe. Committed to meeting the requirements 
of the President’s Defense Strategic Guidance, while confronting the realities of the 
current and future constrained fiscal environment facing our Nation, the Air Force 
remains committed to recruiting, developing and delivering to the battlefield innova- 
tive airmen who can smartly and skillfully meet any task or mission. Our commit- 
ment as the Air Force’s Assistant Secretary for Manpower and Reserve Affairs and 
Deputy Chief of Staff for Manpower, Personnel and Services is to align the Air 
Force’s greatest resource, our airmen, to support the national security strategy. We 
must do so with fiscal responsibility, making extremely difficult resource priority de- 
cisions while at the same time demonstrating that we fully support our airmen and 
their families. As we prioritize missions, it is critical we balance capabilities be- 
tween our Active and Reserve components to maintain a robust national security 
posture in a dynamic global environment. 

contingency operations 

Our airmen remain at the forefront of today’s conflicts and contingency operations 
around the globe, serving proudly alongside our soldier, sailor, and marine counter- 
parts. Today there are more than 80,000 airmen either forward deployed or sta- 
tioned abroad worldwide in our Nation’s defense with an additional 134,000 airmen 
providing direct support to our joint warfighters from the continental United States 
on a daily basis. That means 43 percent of our Total Force is directly supporting 
combatant commander requirements every day. In late 2010, the Air Force began 
a transition to a 6-month baseline deployment length. This will increase at-home 
time for airmen between deployments and use pre-deployment training resources 
more efficiently. We are on track to complete this transition by October 2012. At 
the same time. Air Force 365-day deployment taskings have increased to 2,300, up 
from 689 in 2005, and now represent 7 percent of the Air Force’s total deployments. 

MILITARY and CIVILIAN PERSONNEL BUDGETS 

The Air Force is committed to maintaining and sustaining the appropriate size 
and force mix to align with the new defense strategy, ensuring we meet mission re- 
quirements with acceptable personnel tempo and associated stress on the force. De- 
tailed assessments of future conflict scenarios and deployment rotation require- 
ments drove force structure adjustments resulting in the corresponding personnel 
reductions. By the end of fiscal year 2013, end strength will be reduced a further 
9,900 from 510,900 to 501,000. This will result in an Active Duty military end 
strength reduction from 332,800 to 328,900. Our Air Force Reserve (AFR) military 
end strength will decrease by 900 (increase in 200 full-time; decrease in 1,100 part- 
time, including 700 associated technician positions) to 70,500, and Air National 
Guard (ANG) military end strength will decrease by 5,100 (500 full-time; 4,600 part- 
time, including 1,400 associated technician positions) to 101,600. Approximately 80 
percent of these reductions were driven by force structure changes. 

During the development of the fiscal year 2012 President’s budget, the Secretary 
of Defense released efficiency guidance to improve the effectiveness and efficiency 
of business operations. As part of this guidance, the Department of Defense (DOD) 
civilian end strength funding was targeted at fiscal year 2010 levels. For the Air 
Force, this action effectively removed funding for 16,500 civilian positions that were 
planned growth between fiscal year 2010 and fiscal year 2012. To meet the DOD- 
directed civilian funded targets, the Air Force conducted an enterprise-wide review 
of efficiency initiatives, reducing overhead and eliminating redundancies, while pro- 
tecting areas of strategic importance such as the nuclear enterprise, intelligence, re- 
connaissance and surveillance. The reductions ultimately resulted in the Air Force 
divesting 3,000 positions of planned civilian growth and approximately 13,500 estab- 
lished positions, primarily from management and support staff areas. 

The fiscal year 2013 budget includes a total budget authority request of $34.2 bil- 
lion for Active Duty, ANG and AFR military personnel. Included in this budget is 
a 1.7 percent military base pay increase, a 4.2 percent increase in the housing allow- 
ance and a 3.4 percent increase in subsistence allowance. We also project an 11.4 
percent decrease in Overseas Contingency Operations (OCO) funds. In addition, the 
civilian personnel budget requested for fiscal year 2013 is $12.4 billion for a pro- 
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grammed total force civilian strength of 185,900, and includes a 0.5 percent pay 
raise following a 2-year pay freeze. 

COMPENSATION REFORM 

We support the President’s plan to establish a military retirement commission, 
undertaking a thorough review of the current retirement system and make rec- 
ommendations to modernize that system with input from the Department We also 
support the recommendation that any changes be grandfathered. The costs for mili- 
tary pay, allowances and health care have risen significantly in the last decade. As 
part of a DOD-wide effort, we are participating in the development of multiple pro- 
posals to meet deficit reduction targets and slow cost growth. The adjustments to 
the TRICARE benefits included in the budget reflect the proper balance and the 
right priorities necessary to sustain the benefit over the long term. National health 
care costs continue to rise at rates above general inflation and DOD is not insulated 
from this growth as we purchase over 60 percent of our care from private sector. 
DOD beneficiaries’ out-of-pocket costs with the proposed changes remain far below 
the cost-sharing percentage they experienced in 1995. 

MILITARY FORCE MANAGEMENT 

The Air Force will continue to sustain excellence with a smaller, more agile and 
modernized force. We continue to realize record high retention and remain focused 
on tailored force management efforts as we continue to size and shape the force to 
meet congressionally mandated end strength. The Force Management Program is a 
targeted, multi-year program managing the force along the 30-year continuum of 
service, which leverages voluntary measures first, incentivized programs where 
needed, and implements involuntary measures as required to yield sustained sup- 
port for combatant commanders across the globe. 

The fiscal year 2012 voluntary force management programs include active duty 
service commitment waivers; time-in-grade waivers; reduced enlistment contract 
waivers; 8 versus 10 commissioned years of service waivers for prior-service officer 
retirement, as granted in the National Defense Authorization Act (NDAA) for Fiscal 
Year 2011; voluntary separation pay; and Palace Chase transfers to the Air Reserve 
components. We plan to utilize the Temporary Early Retirement Authority granted 
in the NDAA for Fiscal Year 2012 by targeting a very limited and specific number 
of enlisted airmen in selected skills. 

The fiscal year 2012 officer involuntary force management program resulted in 
610 losses through use of a force shaping board for probationary officers with less 
than 6 years Total Active Federal Commissioned Service (TAFCS), a reduction in 
force board for captains and majors, and lieutenant colonel and colonel selective 
early retirement boards. The fiscal year 2012 enlisted involuntary force manage- 
ment program currently only calls for date of separation rollbacks. 

In fiscal year 2013, the Air Force’s voluntary programs are similar to those in fis- 
cal year 2012 and the only involuntary action is a projected force shaping board for 
probationary officers with less than 6 years TAFCS. Additionally, the Air Force will 
continue use of limited selective continuation and reduced promotion opportunities 
to captain (95 percent) and major (90 percent). 

while we must take proactive measures to manage the force to remain within end 
strength, the Air Force is also committed to ensuring an effective transition to civil- 
ian life for our airmen. We have increased our focus on improving Transition Assist- 
ance Programs and are actively participating with the White House Veterans Em- 
ployment Initiative Task Force, in an effort to reduce veteran unemplo 3 Tnent. We 
are committed to providing appropriate resources towards increased transition as- 
sistance and veteran employment efforts as we continue to collaborate with the Of- 
fice of the Secretary of Defense (OSD), the Department of Veterans Affairs (VA), the 
Department of Labor, the Department of Education, and other government partners. 

CIVILIAN FORCE MANAGEMENT 

The Air Force has initiated programs to achieve the necessary civilian force reduc- 
tions while ensuring mission continuity to comply with the fiscal year 2010 funding 
levels as directed by DOD. The Air Force has implemented force management pro- 
grams such as hiring controls, a 90-day hiring freeze, and two rounds of voluntary 
separation initiatives (Voluntary Early Retirement Authority (VERA) and the Vol- 
untary Separation Incentive Pay (VSIP)). More than 2,900 civilian employees have 
accepted VERAVSIP incentives. A third round of voluntary separation initiatives 
are planned to begin 1 May and conclude on 31 August. During this time of reduc- 
tions and reshaping the force, the Air Force’s primary goal is to minimize the num- 
ber of involuntary separations to the greatest extent possible. 
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RETENTION, RECRUITMENT, BONUSES, AND INCENTIVE PAYS 

The Air Force accesses, retains and grows motivated and uniquely qualified air- 
men to meet the security threats of today and the future. We must carefully tailor 
accessions to meet current needs, while also considering the future, as not bringing 
in enough new recruits can impact the force for 30 years to follow. Therefore, while 
our force management plan includes reducing some officer and enlisted accessions, 
those reductions are considered against future requirements. We project reducing 
enlisted accessions for fiscal year 2012 and fiscal year 2013 by 1,030 and 1,232, re- 
spectively, and reducing officer accessions by 30 in fiscal year 2012, but no planned 
reductions in fiscal year 2013. 

The Air Force seeks the highest quality recruits to fill our ranks as current air- 
men retire or separate through programmed attrition. To support these efforts, we 
have included $82 million in the budget for the Air Force Recruiting Service to sup- 
port Total Force recruiting operations, and an additional $97 million for fiscal year 
2013 advertising, a slight reduction in the total recruiting budget from fiscal year 
2012. In 2011, the Air Force experienced great recruiting success, meeting all en- 
listed and officer recruitment goals for the Active Duty and Reserve components. 
Just as notably, the quality of recruits entering the Air Force greatly increased. For 
our CAT I to IIIA recruits, the average score on the Armed Services Vocational Apti- 
tude Battery increased from 90.5 percent in 2010 to 98.5 percent thus far in fiscal 
year 2012, and we anticipate continued overall recruiting success in fiscal year 2012 
and fiscal year 2013. However, there are nine Air Force career fields, to include lin- 
guist, special operations, and explosive ordnance disposal specialties where critical 
shortages remain due to high operational demand, manning shortages, or lengthy 
training pipelines. We budgeted $14.5 million in Initial Enlistment Bonuses in fiscal 
year 2013 to attract airmen into these critical skill areas. Active duty, non-line offi- 
cer recruiters met 99 percent of their 2011 goal. We increased our efforts to recruit 
Fully Qualified Health Professionals (FQHP), meeting the goal of 25 FQHP officers 
in fiscal year 2011 while increasing our fiscal year 2012 goal to 55. 

The ANG met their fiscal year 2011 enlisted recruiting goal and are on track for 
fiscal year 2012. However, ANG officer recruitment fell short in fiscal year 2011 in 
both line officer and health professional areas. In response, the ANG is executing 
precision recruitment efforts in fiscal year 2012 towards officer candidates using a 
standardized processing system, focused lead generation, and a heightened adver- 
tising campaign to help meet officer recruiting goals by fiscal year 2013. 

The Air Force Reserve continues to attract and retain qualified prior service and 
nonprior service recruits. For the 11th straight year, the AFRC Recruiting Service 
has led DOD in meeting recruiting goals. The Air Force’s ability to attract and re- 
tain trained Active component airmen into the AFR greatly reduces training costs, 
and enhances the repository of talent and expertise available to meet the Air Force’s 
surge and steady state requirements. 

Retention remains at an all-time high in the Air Force as a whole, contributing 
to the need for multi-year force management programs to remain within authorized 
end strength. However, retention is still problematic for some skill sets and year 
groups, and we need investment to counter low accession year groups of the past 
and to retain critical warfighting skills for the future. Bonuses have proven the 
most effective, responsive, and measurable tool for retention to encourage airmen 
to remain in or retrain into career fields with high demand requirements. Training 
and replacement costs far exceed the amount invested in bonus programs, so the 
Air Force has allocated $420.4 million in fiscal year 2013 for Special and Incentive 
bonus pay. The Air Force has portioned $232 million of this amount for Selective 
Reenlistment Bonuses (SRB) for 78 Air Force specialties, down from 89 in fiscal 
year 2011. SRB investments have shown to improve retention up to 1 to 8 percent 
per SRB increment, depending on the enlistment zone, and have proven to be a crit- 
ical tool in retaining our needed specialties for the future. Retention of senior non- 
commissioned officers (SNCO) in certain high-demand specialties such as combat 
control and pararescue is also challenging, critical skills retention bonuses (CSRB) 
remain a vital tool to target specific year groups within specialties experiencing low 
retention, manning shortfalls, and high operational demand. Therefore, the Air 
Force targeted $2.9 million in enlisted CSRB towards retaining these SNCOs be- 
yond retirement eligibility. Additionally, we are investing $10 million in CSRB to- 
wards officer specialties with retention and manning problems including con- 
tracting, special tactics, combat rescue officers and health professionals. 

AIRMAN DEVELOPMENT 

One of our primary initiatives in developing the force is an effort to better define, 
identify, and track institutional, occupational, and cross-functional competencies. 



274 


During fiscal year 2013, we will continue to institutionalize a process allowing force 
development stakeholders at all levels to quantify and measure specific skills on 
both an individual and aggregate basis. Doing so will allow us to develop our Total 
Force airmen more deliberately by matching training, education, and experiential 
opportunities to real-world requirements. The Air Force is developing cross-cultural 
competence for all airmen, in order to prepare them to deliver the global vigilance, 
global reach and global power our Nation expects. To support this requirement, we 
will focus our efforts on: (1) building expertise in foreign language, regional, and cul- 
tural skills; (2) recognizing joint experience in an airman’s career; and (3) ensuring 
our educational offerings address current and anticipated requirements for language 
and regional expertise. 

SUPPORT TO AIRMEN AND THEIR FAMILIES 

Quality-of-life programs continue as one of our highest priorities. As our force 
changes, we must adapt our programs and services to ensure we meet the needs 
of today’s airmen and families. Additionally, we must tailor our offerings based on 
the utilization of services and the availability of suitable alternatives. 

We recently completed the second generation of our Caring for People Survey. 
More than 100,000 Total Force airmen voiced their opinions in this online survey 
conducted from December 1, 2010 to January 3, 2011. The survey measured satis- 
faction with quality of life across the Air Force community, to include airmen, 
spouses. Air Force civilians, and retirees across multiple areas like medical care, 
housing and support for families. The respondents expressed satisfaction with hous- 
ing, installation schools, military benefits, dining facilities, fitness centers, child de- 
velopment centers and youth programs. Information, Tickets and Travel, along with 
the Air Force Food Transformation Initiative were standouts, competing with com- 
parable industry leaders in the travel and food service industries. Some areas of 
concern include a sense of Air Force community, financial issues, medical care for 
families and job satisfaction. 

We have a project team developing base prototypes, technological innovations and 
efficiencies to address concerns not just from the Caring for People Survey, but a 
variety of other surveys and focus groups as well. The team will provide installation 
commanders with tools to help them determine how to shape quality of life pro- 
grams according to the needs of their local Air Force community. In that vein, an- 
other key focus area is strengthening partnerships within local communities to take 
advantage of the services they provide. In the end, we will consolidate or divest 
quality of life activities that are not financially viable or not well utilized in order 
to redirect resources to the places where they matter most to airmen, their families 
and the mission. 

Our successful Food Transformation Initiative (FTI) continues as a high priority 
through fiscal year 2012 and fiscal year 2013. A customer satisfaction rating of 75 
at the 6 FTI installations, compared to 67 at other facilities, indicates we are on 
the right path as we work to improve the delivery of meal choices, food quality, 
speed of service, and the overall dining experience for our personnel. As another in- 
dicator of success in our first year, we served an additional 530,000 customers and 
provided 133,000 more meals to our junior enlisted members at FTI installations as 
compared to the previous year. Based on the initial success of this program and 
with congressional support, we anticipate expanding FTI to seven additional instal- 
lations in fiscal year 2013. 

It is important to recognize the contributions of non-pay programs in enhancing 
the quality of life for our airmen and their families. The Defense Commissary Agen- 
cy operates as a nonprofit organization and can save a family of four an estimated 
$4,500 a year. Providing groceries and household items .at cost, saved patrons a 
total of $2.7 billion last fiscal year. Additionally, the Army Air Force Exchange Serv- 
ice (AAFES) provides merchandise and services to military members and their fami- 
lies at competitively low prices. The 3,100 facilities located in over 30 countries pro- 
vided an average 24 percent savings to customers compared to comparable retail 
stores. Additionally, AAFES gives back to the military community through signifi- 
cant dividend contributions, which amounted to $90.6 million going back to the Air 
Force communities AAFES serves in fiscal year 2010. AAFES also offers employ- 
ment benefits as 31 percent of employees are military family members. 

We continue to strengthen our Air Force community by meeting childcare needs 
through a robust construction effort to increase the number of available childcare 
spaces and reduce our shortfall by the end of fiscal year 2012. We are also adding 
74 accessible childcare playgrounds and 26 community nature parks in support of 
Air Force families with special needs. The Air Force Expanded Child Care program 
assists airmen who need child care for unusual shifts, extended duty hours and drill 
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weekends. Additionally, we funded our new respite childcare program for special 
needs children at seven bases and we will expand it to other locations throughout 
the upcoming year. 

We are also expanding our Exceptional Family Member Program (EFMP) to sup- 
port more than 18,400 Air Force families with special needs members, a 10 percent 
increase since the end of fiscal year 2010. To do so, we placed 35 EFMP Family Co- 
ordinators at installations with the highest concentrations of families enrolled in the 
program. We are also adding 36 EFMP Medical Coordinators through fiscal year 
2016 to support families needing specialized medical care and included $3 million 
starting in fiscal year 2013 to fund respite care and other EFMP related programs. 

The Air Force also recognizes the important role and sacrifices of our ANG and 
AFR airmen and their family members. While many of the same family support pro- 
grams are offered to our Reserve components, we realize that ANG and AFR fami- 
lies have difficulty sometimes accessing those available resources. As a result, we 
have supported ANG and AFR unique programs such as the Home Community Care 
program, which provides fee-assisted, in-home quality childcare during scheduled 
drill weekends. Returning Home Childcare for deployed personnel is another ANG/ 
AFR family program benefit, funding 16-hours of no-cost care per child following de- 
ployments of 30 days or more. Finally, a Defense Management Data Center survey 
administered to ANG/AFR families highlighted the high satisfaction with the con- 
gressionally-supported Yellow Ribbon Reintegration Program (YRRP), with 83 per- 
cent of respondents expressing high satisfaction with the YRRP events. Additionally, 
77 percent said the information presented increased their confidence in their ability 
to find and utilize vital resources that would prepare them and their loved ones for 
continued military service. 

MILITARY HEALTH SYSTEM (MHS) GOVERNANCE 

The Air Force fully supports the MHS Governance Task Force recommendations. 
They are important because they represent the intense and informed deliberation 
of both line and medical professionals who were seeking the best solutions to main- 
tain exceptional care for our servicemembers while finding more effective and effi- 
cient ways to deliver that care. 

The Air Force believes implementation of the task force recommendations will en- 
sure the sustainment of this high level of mission success. We agree that a more 
effective and efficient joint medical solution can be attained without the expense of 
establishing a unified medical command. The Services should — and will — continue 
integrating common medical platforms to reduce redundancy and lower costs. The 
task force recommendations will move us quickly to a construct that curtails ex- 
penses and achieves savings to the greatest extent possible while meeting our deep- 
ly important mission; providing quality health care to the military member and 
their families, while being good stewards of American taxpayer dollars. 

AIRMAN AND FAMILY RESILIENCY 

A key factor in maintaining the health of our Air Force is to increase the resil- 
iency of our airmen. Our efforts include a number of programs in the Comprehen- 
sive Airman Fitness (CAF) model designed on four pillars of resilience: Mental, 
Physical, Social and Spiritual. This program provides tools to help Total Force air- 
men and their families withstand, recover or grow in the face of stressors and 
changing demands. It is our goal to expand education and training of the CAF 
model to our accession and professional military education units first. Next, we will 
provide Master Resilience training Air Force-wide to individuals who provide face- 
to-face resilience skills training at the installation level. Further, the Leadership 
Pathway is a program incorporating basic resilience and life skills for airmen and 
family members in utilizing existing resources offered at the Airman and Family 
Readiness Center, Health and Wellness Center, Air Force clinics/hospitals and base 
chapels. 

The Deployment Transition Center (DTC) at Ramstein Air Base, Germany, was 
established to provide valuable decompression, reintegration and resilience training 
for returning servicemembers who were exposed to significant danger and stress in 
combat zones. Since calendar year 2010, over 3,000 airmen have completed the cen- 
ter’s 2-day program and have reintegrated with their home units and families. The 
Air Force fiscal year 2012 budget includes $7 million for DTC operations, research, 
curriculum development, materials and intervention training. 

SUICIDE PREVENTION 

Suicide prevention remains a top Air Force leadership priority. The Air Force uses 
an integrated public health approach to suicide prevention, emphasizing leadership 
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involvement, a supportive Wingman culture, and access to evidence-based care pro- 
vided by Air Force helping agencies. The Air Force Suicide Prevention Program is 
one of only 15 evidence-based programs listed by The Substance Abuse and Mental 
Health Services Administration. Recent suicide prevention initiatives include requir- 
ing face-to-face suicide prevention training for all frontline supervisors in the three 
career fields with the highest suicide rates in 2010. Since implementation in Novem- 
ber 2010, the suicide rates in these career fields dropped significantly. 

Other initiatives include developing the Airman’s Guide for Assisting Personnel 
in Distress, a new web-based resource to assist all airmen with strategies and re- 
sources for a variety of behavioral concerns. We are also sponsoring a RAND study 
on the use of social media and its impact on relationships and emotional wellbeing, 
as well as research by the University of Rochester on specific clusters of risk factors 
associated with suicide. The Air Force Community Action Information Board/Inte- 
grated Delivery System (CAIB/IDS) links leaders and helping professionals at every 
level of the Air Force organization and monitors all our suicide prevention initia- 
tives for continuity and completeness. An audit of its effectiveness will provide guid- 
ance on enhancing the functioning of these organizations and provide areas of fur- 
ther improvement in our evidence-based program. 

Proper public messaging on suicide prevention is important. Public messages 
must avoid the impression that suicide is common, so the Air Force has revised me- 
morial service and public affairs guidance shifting the focus toward the positive 
message of resilience, stressing the benefits of early help-seeking and effective 
Wingmanship. 

Finally, the Air Force is working closely with our sister Services to implement rec- 
ommendations made by the Defense Health Board’s Task Force on Suicide Preven- 
tion and to clarify roles and responsibilities within the Department regarding sui- 
cide prevention. 


SEXUAL ASSAULT PREVENTION AND RESPONSE 

The Air Force strongly supports the Secretary of Defense’s commitment, focus, 
and initiatives aimed at eradicating sexual assault. Eliminating sexual violence is 
everyone’s responsibility. Leaders, commanders and supervisors set the tone and 
must model zero tolerance and behaviors supporting zero tolerance. The goal of our 
Air Force Sexual Assault Prevention and Response (SAPR) program is to prevent 
and respond to sexual assault through a balance of focused education, compas- 
sionate advocacy and accountability, promoting respect and dignity throughout the 
Air Force. 

Prevention of sexual assault continues to be a high priority. Career long education 
and training creates a foundation for prevention. This education begins with acces- 
sions, continues through all phases of professional military education, and is re- 
freshed during annual training. In February, we released a wing commander guide. 
An Opportunity to Lead, containing five core elements to help commanders provide 
immediate impact. The guide addresses personal leadership, climate and environ- 
ment, community leadership, victim response, and offender accountability. In addi- 
tion, Bystander Intervention Training has been established as a requirement for all 
airmen, focusing on the importance of recognizing signs of inappropriate or unsafe 
situations and intervening appropriately. 

The NDAA for Fiscal Year 2012 contained significant mandates addressing sexual 
assault including a requirement for full time Sexual Assault Response Coordinators 
(SARCs) and victim advocates at brigade or equivalent level. The Air Force SAPR 
program has included full time SARCs at installation level since 2005, including the 
six primary U.S. Central Command area of responsibility AF locations. Air Force 
SARCs receive training that meets national advocacy credentialing standards. Vic- 
tim advocates are military and Air Force civilian volunteers who receive comparable 
training. Currently, 3,159 fully trained volunteers are available to assist victims. 
The Air Force projected $31.8 million to execute the SAPR program in fiscal year 
2013. The budget funds full-time SARCs, 24 dedicated investigative agents special- 
izing in sexual assault investigations, and operational program expenses for all first- 
responder agencies and field level activities. To meet the new NDAA for Fiscal Year 
2012 requirement for full time Sexual Assault victim advocates at brigade or equiva- 
lent level, the Air Force will need to add 89 new positions (60 DOD civilians and 
18 officers from the Active Duty component, and 11 traditional Reserve officers from 
the Air Reserve component). The associated cost is $7.5 million in fiscal year 2013, 
increasing to $8.4 million by fiscal year 2017. 

Prevention and response are critical elements of the SAPR program. Holding 
those who commit the crime of sexual assault accountable is equally important. The 
Air Force is committed to accountability through effective investigations, knowledge- 
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able staff judge advocate advice, and strong commander and senior enlisted support. 
The Air Force has 24 Air Force Office of Special Investigations investigators dedi- 
cated to sexual assault investigations and funds 10 DNA analyst salaries at the U.S. 
Army Criminal Investigations Laboratory to analyze Air Force sexual assault case 
evidence. Investigators and judge advocates participate in combined training and at- 
tend courses specifically addressing sexual assault crimes. The recent Air Force 
Judge Advocate General Keystone annual leader summit provided a 4-hour session 
for staff judge advocates facilitated by subject matter experts on investigation and 
evaluation of sexual assault cases. Executive Order MRE 514 provides victim advo- 
cate privilege against disclosure of certain communications by victims, SAPR victim 
advocates and family advocacy program victim advocates, and we feel certain this 
provision will encourage more victims to come forward and report sexual assaults 
and incidents of domestic violence. 

In March, the Air Force launched the Defense Sexual Assault Incident Database 
(DSAID). The Air Force has worked closely with OSD from concept development to 
DSAID system design, so we look forward to implementing this valuable tool for en- 
hanced reporting to Congress and to our leaders and commanders and we appreciate 
Congress’s continued support in addressing this crime. 

WOUNDED WARRIORS 

The Air Force continues to strengthen its support for our wounded, ill and injured 
population through our Warrior and Survivor Care Division. Our wounded, ill and 
injured airmen deserve our very best and the Warrior and Survivor Care Division 
is committed to providing them individualized and focused non-clinical support. 
Through the Recovery Care Coordinator (RCC) program, we have strategically 
placed 33 non-clinical care managers around the country and in Germany. This RCC 
network provides dedicated support and coverage from the moment Air Force Cas- 
ualty reports that an airman is placed in a seriously or very seriously ill or injured 
status; serving as independent advocates for each airman and working to ease the 
burden of administrative and personal requirements as they navigate through their 
continuum of care. 

Our Family Liaison Officers (FLO) also provide an invaluable service to the fami- 
lies of our seriously or very seriously wounded, ill and injured airmen. The Air Force 
has taken the concept used to support families of the fallen and applied it to our 
wounded warrior families as well. The FLO coordinates all logistical support for 
family members to include arranging lodging, securing transportation, and seeing 
to the comfort and other arising needs of the family. 

While we provide excellent care for all our wounded, ill, and injured with RCCs 
and FLOs, the Air Force Wounded Warrior Program (AFW2) focuses exclusively on 
our combat wounded airmen. This program provides long-term, non-clinical care 
management for combat wounded who must meet a Medical Evaluation Board or 
Physical Evaluation Board to determine whether they are fit for duty. Focused, per- 
sonal care from AFW2 allows our combat wounded airmen the opportunity to make 
informed decisions when their future career path changes due to their injuries. 

INTEGRATED DISABILITY EVALUATION SYSTEM 

The Air Force has collaborated with OSD and the VA to simplify the Integrated 
Disability Evaluation System (IDES) process for servicemembers by increasing 
transparency and reducing processing time to improve the transition for 
servicemembers from DOD to VA. Overall, the IDES monthly progress report for 
February 2012 indicates Air Force Active component case processing is averaging 
360 days, down from an average of 540 days in recent years. 

The Air Force Medical Evaluation Board (MEB) and Physical Evaluation Board 
(PEB) are working diligently to meet timeliness goals and ensure quality outcomes. 
We have directed considerable leadership attention and resources targeting im- 
proved MEB and PEB decision timeliness and are on target to meet review and de- 
cision guidelines by October 2012. These focused efforts will ensure our wounded, 
ill and injured personnel receive timely reviews and adjudications of their cases. 
Along with the Army and the Navy, the Air Force is working with the Wounded 
Warrior Care and Transition Policy Office to identify a methodology for accurately 
tracking each step associated with the transition phase. 

Another venue of disability appeals administered by the Air Force is the DOD 
Physical Disability Board of Review (PDBR). As the lead component operating this 
Wounded Warrior Board, the Air Force recently partnered with the VA in its out- 
reach efforts to ensure every PDBR-eligible veteran is made aware of their oppor- 
tunity to have their service assigned disability ratings reviewed. The goal of this 
interdepartmental effort is to reach all 77,000 eligible veterans within the year. 
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OPERATIONAL RESERVE 

We appreciate the opportunity to also share information about the highest quality, 
most cost efficient Reserve component in history. As the new DOD strategy is imple- 
mented and planning occurs to conform with an increasingly austere budget envi- 
ronment, the Air Force Reserve and Air National Guard will continue to maximize 
the advantages of Associations. Associate units have proven themselves as a solid 
solution that exploits the strengths each component offers. They ensure that the ex- 
perience and cost effectiveness of the Air Force Reserve and Air National Guard 
reach their full potential. This effort is critical to mission success in an environment 
wrought with fiscal challenges. 

Recently, Congress passed much-needed legislation allowing Service Secretaries to 
involuntarily mobilize up to 60,000 members of the Reserve component without a 
national emergency. The use of this authority still needs to be planned, programmed 
and budgeted before it can be implemented. The Air Force is working with OSD to 
develop the policies and procedures to offer the fastest, most enduring support to 
not only the combatant commanders around the world, but to all our members; bal- 
ancing their time between service to our country, their families, and their employ- 
ers. 

The Air Force Reserve and Air National Guard are currently sustaining combat 
operations in conjunction with our active duty colleagues on five continents — 
lengthy operations which have produced strains on our airmen and our equipment. 
We will continue to define the most efficient mix of Active, Air Force Reserve, and 
Air National Guard forces best suited to the strategy in terms of cost, operational 
requirements, surge or regeneration capability, and employment of Total Force as- 
sets. By ensuring optimal mix between the Regular Air Force, the Air Force Re- 
serve, and the Air National Guard the Total Force will not only preserve previous 
investments in readiness, capability, and capacity, but also protect the operational 
expertise of the force for future use while ensuring a rapidly expandable, trained 
and ready military. 

MILITARY PERSONNEL APPROPRIATION (MPA) MAN-DAYS 

The MPA man-day resource enables the Air Force to leverage Air Reserve Compo- 
nent capabilities supporting military missions beyond the Active component’s level 
of capability. In late 2009, a decision was made to implement a requirements-based 
MPA man-day process as part of the Air Force Corporate Structure (AFCS) fiscal 
year 2012 Program Objective Memorandum (POM) development process. Since the 
fiscal year 2012 POM build. Air Force Major Commands have worked closely with 
the combatant commanders to identify requirements. Once submitted, requirements 
are staffed, verified and vetted through the AFCS based on priorities established in 
the Annual Planning and Programming Guidance. Additional criteria such as mis- 
sion impact, critical skills, active duty manning and level of support are also weight- 
ed to finalize the prioritization. The Air Force is committed to continuing this trans- 
parent process, which is designed to ensure appropriate deployment of Reserve Com- 
ponent forces, enabling the Total Force to properly respond to combatant command 
requirements. 

INTEGRATION OF AIR FORCE COMPONENT PERSONNEL MANAGEMENT 

We are committed to fully integrating personnel management policies, organiza- 
tions, systems and processes across the Air Force enterprise, with the outcome of 
providing more effective and improved service to our airmen, reducing barriers to 
continuum of service, and increasing emphasis on unified Total Force decision- 
making. This is not only the right thing to do for our Air Force; it will drive greater 
operational efficiencies and allow transfer of resources from tail to tooth. 

Since the Secretary of the Air Force directed the integration of the three Air Force 
Component Personnel Management Systems into one, personnel from across the Air 
Force headquarters have been working to facilitate the integration and standardiza- 
tion of human resource management with Total Force directives and instructions. 
As of this date, analysis is underway on more than two dozen human resource ac- 
tivities, with the high-level policy analysis phase on track for completion in May 
2012. We are looking closely at existing policy guidance to standardize or consoli- 
date management across components wherever practical and where allowed by law. 
This effort has a targeted implementation work plan of calendar year 2012, with fol- 
low-on actions through the Future Years Defense Plan (FYDP). 
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DIVERSITY 

Diversity remains a top priority of Air Force senior leadership. The Air Force rec- 
ognizes that a diverse force is a military necessity, and we continue on a strategic 
path to attract, recruit, develop and retain a diverse and inclusive workforce of high- 
ly qualified individuals who reflect the rich tapestry of the Nation we serve. In Octo- 
ber 2011, a Declaration on Diversity signed by the Secretary of the Air Force, Chief 
of Staff of the Air Force and Chief Master Sergeant of the Air Force was distributed 
across the Air Force to highlight the importance of diversity to the mission. Addi- 
tionally, we increased senior leader involvement in the Air Force Diversity Com- 
mittee by adding the Major Command Vice Commanders, who provide invaluable 
insight on best practices throughout their respective commands. We are well on the 
way to institutionalizing our Strategic Diversity Roadmap, A Journey to Excellence 
throughout the Total Force. 

Results from our 2011 Internal Communication Assessment Group Diversity sur- 
vey indicated 75 percent of airmen agreed it is important for the Air Force to at- 
tract, recruit, develop, and retain a qualified, diverse workforce as a way to main- 
tain our edge as a superior military organization. Furthermore, 88 percent of air- 
men surveyed believe the Air Force is doing a good or excellent job creating diver- 
sity within the Total Force. 

Focus on Air Force outreach programs remains central to attracting and recruit- 
ing diverse talent. To that end, in partnership with OSD’s Office of Diversity Man- 
agement and Equal Opportunity, the Air Force plans, coordinates and oversees na- 
tional-level diversity outreach programs supporting our diversity goals and objec- 
tives. Further, to maximize resources, we utilize a Total Force perspective to deter- 
mine which events and opportunities provide the best return on investment. We 
have 80 outreach events planned for 2012, including the Black Engineer of the Year 
Awards, Joint Women’s Leadership Symposium and the Hispanic Engineer National 
Achievements Award Corporation Conference. We continue to place emphasis on 
education, health, and mentoring in the Science, Technology, Engineering, and 
Mathematics disciplines through our community engagements, and feedback from 
community influencers has proven very positive thus far. 

Finally, the Air Force supports the Military Leadership Diversity Commission rec- 
ommendations and is poised to support Executive Order 13583, Establishing a Co- 
ordinated Government-wide Initiative to Promote Diversity and Inclusion in the 
Eederal Workforce. Upon OPM’s release of the government-wide Diversity and In- 
clusion Strategic Plan, we will work with OSD to develop a plan of action and mile- 
stones to support the President’s goal of using the talents of all segments of society 
by enhancing our ability to recruit, hire, promote, and retain a more diverse work- 
force and creating a culture that encourages collaboration, flexibility, and fairness 
to enable individuals to participate to their full potential. 

U.S. AIR FORCE ACADEMY 

The U.S. Air Eorce Academy (USAFA) continues to provide an exceptional envi- 
ronment for educating, training and inspiring men and women to become out- 
standing officers, motivated to lead the U.S. Air Force in service to our Nation in 
a challenging global environment. Senior Air Force leadership continues to ener- 
getically engage in the Academy’s oversight, ensuring cadet train, study and live in 
a safe and productive environment. We continue our close working relationship with 
the USAFA Board of Visitors (BOV), enjoying frequent interactions with Ambas- 
sador Susan Schwab, USAFA BOV Chair, who is keeping the BOV vitalized and ac- 
tively engaged in providing external Academy oversight. 

In the past year, USAFA cadets received numerous accolades for their under- 
graduate work, including one Rhodes scholar and two Marshall scholars, recognition 
by U.S. News & World Report as having the #2 Aerospace/Aeronautical/Astronau- 
tical Program in the Nation and #1 undergraduate-only institution in research fund- 
ing-over $70 million, and being ranked by Forbes #10 of 610 of America’s Best Col- 
leges. In addition to outstanding academics, the cadets have also excelled in ath- 
letics, being #2 of 120 NCAA Division I football programs in academic progress 
rates, #1 of 9 academically in the Mountain West Conference, and for the second 
consecutive year, the Academy’s football team will visit the White House to receive 
the Commander in Chiefs Trophy from the President. The President will also give 
this year’s commencement address at the Academy. 

Respect for human dignity is at the core of the USAFA environment. USAFA is 
a leader in developing programs for the prevention of and responding to incidents 
of sexual assault and sexual harassment, gender relations issues, and religious tol- 
erance. The Academy is currently conducting Religious Respect Training, which in- 
volves cadets, faculty and staff, using training scenarios designed to spur critical 
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thinking on religious tolerance and actions. While the Academy had an uneventful 
“Don’t-Ask/Don’t-Tell” transition, it is unfortunately in the midst of investigating 
several cases of alleged sexual assault and illegal drug use. 

USAFA is working hard to preserve an outstanding training and educational envi- 
ronment in a fiscally challenging environment. As part of the AF response to the 
requirements of the Secretary of Defense’s August 2010 Efficiency Memorandum, 
USAFA is reducing its civilian workforce by 67 positions (-4 percent of its current 
workforce). The Academy is currently in the process of selecting members for the 
Class of 2016 while focusing efforts to ensure the size of that class supports the 1 
Oct 2012 cadet wing end strength target of 4,000. 

CONCLUSION 

The hallmark of the U.S. Air Force’s success has always been, and will remain, 
our people. Nearly 2 decades of sustained combat, humanitarian, and stability oper- 
ations have imposed extraordinary demands on our forces. Yet our airmen continue 
to contribute significant capabilities to the joint team and do so with the integrity 
and excellence familiar to the global community. We will continue to size and shape 
the force through all necessary means while retaining an intrinsic value that at- 
tracts and keeps the highest quality airmen. We are a smaller force, but a ready 
force. By sustaining accessions for the long-term and balancing the total force to 
meet operational requirements, your U.S. Air Force, with its joint partners, provides 
unmatched capabilities across the spectrum of operations. 

Senator Webb. Thank you very much, Secretary Ginsherg, 

I am going to ask three questions, and then I am going to move 
along to whichever other Senators on the subcommittee wish to ask 
questions. 

First, Secretary Ginsberg, let me ask for your clarification on 
something. When I was in the Pentagon, the way the budget proc- 
ess worked was, first, the Services got together with their different 
components. They got the budget submissions. They argued against 
a top line. They figured out their budget. Then the different Serv- 
ices presented their budgets to OSD, and I sat on the Defense Re- 
sources Board (DRB) for 4 years. The DRB would examine the 
Service budgets. They would challenge different components of it. 
You came up with a DOD budget signed off by the Deputy Sec- 
retary of Defense and eventually by the Secretary. That was then 
brought to the Office of Management and Budget (0MB). 0MB 
scrubbed it. Then you had a DOD budget, and it came over here 
to Congress. Once it came over to Congress, DOD as a whole was 
expected to support that budget. 

Is that the way things work? 

Mr. Ginsberg. Yes, sir. I think that is fundamentally the basic 
outline of the way it works today. We develop our budgets through 
what we call the corporate process. What that really does is bring 
together every component of the Air Force, every office that has eq- 
uity in the budget, and we develop a program that is, of course, 
meeting the strategic guidance the President lays out then within 
the fiscal realities and we submit it to OSD. The other Services 
have a chance to look at it. We develop a program and then we 
submit it up through 0MB. 

Senator Webb. It is a corporate process? 

Mr. Ginsberg. Yes, sir. 

Senator Webb. For instance, a little more than 20 years ago, 
there was an Air Force Chief of Staff named Larry Welch who I 
had served with in the Pentagon and who was widely expected to 
become Chairman of the Joint Chiefs of Staff. He went over to the 
House side and had a discussion with Les Aspin about a tradeoff 
at that time between Minuteman and Midgetman missile pro- 
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grams, how much money would go into one or the other. He made 
a statement that he would personally support — in his opinion, he 
could personally support something that had not been in the budg- 
et. By the time he got back to the Pentagon, he was reprimanded 
by the Secretary of Defense. 

There was an article in the New York Times yesterday about the 
Air National Guard lobbying the Hill against budget cuts that were 
in a scrubbed budget. Are you aware of that effort? 

Mr. Ginsberg. No, sir. I read that article. I do not know specifi- 
cally what that was referring to. No, sir. 

Senator Webb. It said for 2 months the Air National Guard, with 
the help of Governors from every State, has been battling the Ac- 
tive Duty Air Force over proposed budget cuts. I can hear Senator 
Graham wanting to get to the mic here. [Laughter.] 

What do you think about that? 

Mr. Ginsberg. Sir, I do not know exactly what that is referring 
to again. So, of course, there you have the adjutants general of the 
States who are the chief military advisors in the State role to their 
Governors. When they are the adjutants general, they are 

Senator Webb. What if they are over here in uniform? 

Mr. Ginsberg. What is that? 

Senator Webb. What if they are over here in uniform? 

Mr. Ginsberg. It depends on what business they are carrying 
out, sir. 

Senator Webb. If they are carrying out this particular business 
mentioned in this particular article. 

General Jones, do you have a thought on that? 

Mr. Ginsberg. I cannot comment on a specific hypothetical. Sir, 
I do not know exactly again specifically the specific situation. 

Senator Webb. General Jones, do you have a comment on that? 

General Jones. Senator, I am familiar with the article you are 
speaking of When we prepared the budget, it was a budget that 
was designed to look at the new strategy, a balanced approach, and 
that is certainly what the Chief and the Secretary feel like they 
need to bring forward that balances the requirement for the Guard, 
the Reserve, and the Active Duty to coexist to support each other 
in a role that allows us to use each to their strengths. I feel like 
that is the proposal that was laid out by the Chief Obviously, some 
people have opinions of the proposals and the details of it. But I 
really feel like the budget was something that was put together. 
The proposals were vetted. They were discussed, and it was a col- 
laborative effort or a cooperative effort. Not every decision was 
agreed upon 100 percent, but when you have to make decisions, 
they will not all be agreed upon. 

Senator Webb. We may end up coming back to that or someone 
may end up coming back to that. 

General Milstead, you and I had a discussion about this. This is 
the front page of the Marine Corps Times this week. Grunt train- 
ing for women starting now, infantry school admissions, new com- 
bat tests, et cetera. The Internet is abuzz with this decision. There 
are a lot of people wondering what the inception of it was, what 
the plan is. I think this is an opportunity maybe for you to explain 
how this decision took place, how you project this moving into the 
future as well. 
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General Milstead. Yes, sir. It is important to put that story and 
the story that was in the New York Times as well in context. It 
is also important to make sure that folks understand what it is 
and, more importantly, what it is not. 

Assignment policy for women has not changed. We are not train- 
ing women to he infantry officers. We do not have that authority. 
That authority resides with Congress. 

What we are doing is deliberate research. If I may, the National 
Defense Authorization Act (NDAA) for Fiscal Year 2011 directed 
OSD and the Services to review the policies and the laws and the 
regulations that pertain to women in the Service and to report 
back. They stood up a working group with members from all the 
Services and they reported back in February. That report included 
a request from Congress to conduct an exception to policy and what 
we call a pilot program. It also asked for the authorities. It stated 
that they were removing the collocation restriction, and then the 
Secretary further directed 

Senator Webb. Just for clarification, what was that request? 
What was the nature of that request when you said the report in- 
cluded a request for a pilot program? All Military Occupational 
Specialists (MOS)? 

General Milstead. Thank you, a request to take open MOSs and 
to establish them at a lower level. For instance, in the Marine 
Corps, we did not have women below the division level in certain 
MOSs. So it was a request for an exception to policy to take a 
woman in an MOS that she is already authorized to serve in and 
put her down to the battalion level. We intend to do that as part 
of the research. 

The Secretary further tasked the Commandant and the other 
Service Chiefs to come back to him in 6 months and give him their 
personal recommendation. So what we are doing is we are doing a 
measured, responsible, and deliberate research, a comprehensive 
plan, so that the Commandant, when he does give his recommenda- 
tion to Secretary Panetta, it will be based on an analyses. It will 
be based on quantitative information and on research, and it will 
be an informed recommendation. 

Senator Webb. To clarify the record, because there are a lot of 
people who are following this, what I understand that you are say- 
ing is that this is pursuant to a request by the Secretary of De- 
fense. The opening up of infantry schools, et cetera, is pursuant to 
a request by the Secretary of Defense for the Commandant to give 
him a report in 6 months on feasibility. 

General Milstead. That decision was ours. We felt that we could 
take volunteers — and they are volunteers. They have to be volun- 
teers under the protocols — take women officers when they come out 
of the basic school, women volunteers, subsequent to the MOS that 
they will be going to, to attend the Infantry Officer Course (IOC), 
not to become infantry officers, but to see how they do and to cap- 
ture data which will be given to the Commandant which will allow 
him to make an informed recommendation to the Secretary how we 
proceed. 

Senator Webb. We need to understand the origins of this experi- 
ment. That is why I am trying to get it clear for the record. The 
NDAA gave a broad recommendation, as I understand what you 
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are saying. Then the Secretary of Defense gave a further request 
that within 6 months certain recommendations from the Services 
come to the Secretary of Defense? 

General Milstead. That is correct. 

Senator Webb. This is pursuant to that request? 

General Milstead. The decision being within our own wire. It is 
the Marine Corps. He did not tell us to open IOC. The Com- 
mandant — we came to him with a research plan and said we want 
to push people down to the battalion level, assess that. We want 
to take some women. We want to put them into IOC, see how that 
comes up. We want to come up with common gender-neutral stand- 
ards. We want to do a test based on physical fitness for both men 
and women to see what the level playing field is. It is all to come 
to the Commandant and allow him to make an informed rec- 
ommendation to the Secretary of Defense on the way he thinks 
that we should proceed. 

Senator Webb. So when a male officer finishes IOC, is he auto- 
matically entitled to one of two MOSs? Right? 

General Milstead. Yes, sir. That is correct. 

Senator Webb. So, if a female officer finishes IOC? 

General Milstead. If a female volunteer attends IOC, it is not 
for the purpose of getting the 03, 02, or 02, 03 MOS. She will not 
receive that MOS. 

Senator Webb. But if she successfully concludes 

General Milstead. Even if she successfully completes. This is 
not to make female infantry officers. 

Senator Webb. You are going to get a lot of comment on that. 

General Milstead. Yes, sir. 

Senator Webb. Secretary Lament, very quickly, because I wanted 
to ask a question of each of your Service representatives. Eight 
years ago this week, I spoke at the Army Infantry School on a les- 
sons-learned package that they had talking about my experiences 
in Vietnam. That night, we had a reception at the commanding 
general’s house, and they informed us that Pat Tillman had been 
killed. I think, first of all, it is a little sad that we are not remem- 
bering what this individual did for the respect of the military, leav- 
ing millions of dollars behind and voluntarily enlisting and going 
over and serving. 

But what happened after that, the way that his death wrongly 
characterized, apparently even when the Army knew it was a 
friendly fire incident, and the existence of private communication 
inside the general officer corps warning the Army that this was a 
friendly fire incident — even his family did not know it — was a real- 
ly tragic circumstance for the family, and I think a stain on the 
Army’s reputation. 

We then had an incident at Wanat where certain commanding of- 
ficers were held accountable by a U.S. Central Command 
(CENTCOM) investigation and then their accountability was re- 
moved by the Department of the Army subsequently. 

We just had an incident not too long ago with a soldier who ap- 
parently was shot by his own platoon leader accidentally during a 
night engagement but was left on the battlefield when others were 
evacuated, and there does not seem to have been a lot of account- 
ability. 
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Maybe, General Bostick, you would like to comment on it, either 
or both of you. What is the Army doing in terms of reinforcing the 
notions of the accountability of senior leadership? 

Mr. Lamont. I am certainly aware of the situation with that cap- 
tain, as I recall. Actually, I think he may have been a 1st lieuten- 
ant at the time. As I understand it, it was at night. They did not 
have awareness of where the fallen victim was until later. I do 
know he was reprimanded. Unfortunately, I also understand he 
was subsequently promoted. But I do recall that there was a sig- 
nificant review, and, in fact, the Secretary, as recently as 3 weeks 
ago, I think, met with the father of the young victim. 

General Bostick. First, our heart goes out to all of the loved 
ones that have lost soldiers on the battlefield. 

We realize that in our Army and the way we fight, we place huge 
responsibilities on the shoulders of young sergeants and lieuten- 
ants and captains. They have to make on-the-spot decisions that 
sometimes are life-threatening-type decisions. We count on them to 
do that every day. 

We also count on leaders to train them and to be accountable for 
their behaviors. When things go wrong — and they always will in 
war — then we expect to thoroughly investigate each one of these in- 
cidents. That is what happened in each of these. 

I can tell you in the case of Wanat, my wife taught that young 
man when he was in elementary school. So for us, it had special 
meaning, and I know the parents very well. I know Hondo Camp- 
bell, who was asked to review the situation by the senior leader- 
ship of the Army, took in the new evidence that came on board, 
and he made his decisions, and the Secretary of the Army stood by 
those decisions. 

But I think in each one of these cases, our responsibility is to 
make sure that if an investigation is due, it is thorough, it is prop- 
er, and that we report back to the families and we provide the care 
and compassion that they need to get through it. 

Senator Webb. Thank you. 

Senator Graham. 

Senator Graham. Thank you, Mr. Chairman. 

Secretary Lamont, you mentioned efforts to deal with sexual har- 
assment and sexual assaults in the Army and the military, in gen- 
eral. Is there anything this subcommittee can do or tools we can 
provide or money we can appropriate or recommend to be appro- 
priated that we are not doing? 

Mr. Lamont. I would hesitate ever to say you do not need to give 
us any more money. But on the whole 

Senator Graham. You do not have to give a definitive answer 
today. 

Mr. Lamont. Right, and I appreciate the opportunity to do that. 

I think we are making every effort, frankly, to create the kind 
of professional climate that gives to every soldier the dignity and 
respect that he or she deserves. I do not know that it is a money 
question. Although under the new NDAA requirements that we 
shall have sexual assault counselors and victim advocates at the 
brigade level, we understand that our numbers would suggest 
roughly 980 personnel. The fact that we are under a civilian cap 
now at OSD will in itself create some problems because we will 
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have to have a mix of both civilian and military to meet those re- 
quirements. I think right now that is the only thing that I would 
suggest that we would need from this committee. 

Senator Graham. Can I ask the same question of the Navy and 
the Air Force? 

Mr. Garcia. Senator, I would say that we believe we have the 
resources and the commitment and the emphasis on the issue, that 
we do not need any extra tools. You asked this question. At the end 
of our “sexual assault awareness month” where every unit in the 
Department of the Navy has just had four separate stand-downs 
over the course of this month to emphasize the priority that our 
leadership has in ending this scourge of sexual assault and harass- 
ment across the force. 

I am certain you are familiar with the Secrtary of Defense’s new 
guidance on convening special courts martial at the 06 level. 

Prior to this across the Navy, we have trained our Naval Crimi- 
nal Investigation Service personnel to be dedicated field experts in 
capturing and sustaining and protecting evidence in crime scenes. 
Our Judge Advocates General and our Staff Judge Advocates are 
trained in the most effective prosecution strategies where appro- 
priate, expedited transfer for members who request it within 72 
hours. That is all on the response side. 

If I could take one more second to speak to the prevention side. 
Every new sailor or marine in our department right now, when 
they go to their A school, their first training school, will receive by- 
stander training, bystander intervention training. Every leader, en- 
listed leader and officer leader, will be trained in ensuring their 
command environment eliminates the stigma for an individual, pre- 
venting an individual from being willing to report such an incident. 

You may have followed — I guess it has been about 3 weeks now. 
Our Secretary, our Commandant, our Chief of Naval Operations 
rolled out our new 21st Century Sailor and Marine Initiative, and 
a key cornerstone of that, the readiness piece, includes an effort to 
end sexual assault and acknowledge the undeniable correlation, the 
link between irresponsible alcohol use — close to 50 percent of our 
sexual assaults involve it in some way or another, and that is why 
we are introducing the use of breathalyzers that I suspect you are 
familiar with. 

So I think we have the tools to combat this. 

Mr. Ginsberg. Senator, there is absolutely no place in the Air 
Force for sexual assault. This is really everyone’s responsibility. It 
is a command responsibility. It is every airman’s responsibility to 
not just go after those who perpetrate this action but also to create 
a climate that reduces the likelihood of this occurring. We are not 
just following up the direction, of course, that of Secretary Panetta 
who has, as Secretary Garcia laid out, mentioned later a whole se- 
ries of actions from elevating the level for a disposition of case to 
the 06 level, but we are also taking a number of steps on our own, 
including putting $2.4 million for additional Office of Special Inves- 
tigations investigators. 

As Secretary Lament mentioned, though, there is going to be an 
additional resource requirement with the additional full-time vic- 
tim advocates, and we are going to address that in the fiscal year 
2014 budget. 
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Senator Graham. I think the committee would appreciate in 
writing anything that you need from us, Uniform Code of Military 
Justice changes, regulatory changes, funding requirements, new 
positions, so that we can say in Congress we have done everything 
within our power to help you do a job that needs to be done and, 
quite frankly, has to be dealt with more seriously. So if you could 
do that in the next week or 2, we would appreciate it. 

Senator Webb brought up the conflict between the Reserve com- 
ponent and Active Duty component in the Air Force. I just want 
to say I have not been visited by anybody from the Air Guard to 
tell me what to do or not do about the proposed force structure. I 
have decided that on my own, right or wrong, that 5,000 out of the 
Air Guard and Air Reserve and less than 1,000 out of the Active- 
Duty Force is probably not the right mix. Some of the airframes 
that we will be retiring — I am not so sure that is wise. In a down- 
sized world, you have to have the right mix of Active Duty, Air Re- 
serve, and Air Guard personnel. 

The Council of Governors entity — what is the latest on that? 

Mr. Ginsberg. Sir, I think you have received 

Senator Graham. Yes, I think we got it yesterday. 

Mr. Ginsberg. — some correspondence, but their proposal from 
Secretary Panetta is basically to put back 24 C-130 and about 
2,200 

Senator Graham. Right. 

Mr. Ginsberg. Sir, if I could just talk about that. Obviously, we 
talked about hard choices in my opening statement. This is, of 
course, one of the many hard decisions that the Air Force had to 
make. We had a new Strategic Guidance that came from the Presi- 
dent that talked about being more flexible, agile, told the Air Force 
that we were going to have a very high operational tempo over the 
long term. 

At the same time, we had the BCA, $487 billion off the DOD top 
line over 10 years. For the Air Force, that meant about $54 billion 
over a 5-year period over our FYDP. 

So in order to meet the strategy and to be responsive with the 
limited resources, we had to feed in overseas presence. We had to 
maintain rotational demand and make sure that the operational 
tempo was manageable across not just the Guard and Reserve and 
Active. So we were really concerned about balancing the budgets on 
the backs of our people. 

Senator Graham. I got you. I met with General Breedlove and 
Secretary Donley and had a real good discussion about what went 
into the decisionmaking process. 

The question for me and I think Members of Congress is $487 
billion, given the threats we face — is that too much? I think cer- 
tainly we need to do north of $400 billion, but when it comes to 
the Air Force, the Reserve component got hit pretty hard. 

This Council of Governors negotiation, I think, is an appropriate 
thing for you to be doing because they are affected by the decisions. 
Hopefully, we can find some compromise that people will feel com- 
fortable that we have the right mix particularly in the Air Force. 
I do not think it is really a concern in the other Services. 

But my final question is as we go forward in a down-sized envi- 
ronment of having to reduce the military, the Army by 80,000, 
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what should the Nation know about future conflicts in terms of 
how we meet future land engagements? Hopefully we do not have 
another Iraq, Afghanistan war anytime soon, but the possibility of 
a large land force being deployed is not unheard of or impossible 
to imagine in the future. 

General Odierno told the Appropriations Committee that if we 
had another Iraq-like conflict where you had a large number of 
forces deployed over a fairly significant period of time, that with 
the reduction of Active-Duty Forces of 80,000, that 50 percent of 
that combat power and support power, personnel, would have to 
come from the Reserves and the Guard. Does that surprise you. 
Secretary Lament? 

Mr. Lamont. Not greatly. Clearly we are going to be in need of 
a significant operational Reserve. To the extent that we have the 
trained and ready forces to support a smaller Active component, it 
is absolutely essential. 

Senator Graham. The only reason I mentioned that is, I think, 
that probably is true, and that does mean the Air Guard and the 
Air Reserve who do the fighting and the refueling and the trans- 
port — we have to look at the Guard and Reserve anew. If our Ac- 
tive Duty component is going to be reduced to the point, at least 
on the Army side and probably to the Air Force side too, where the 
next major engagement will be one out of two people will be a 
Guard member or a reservist for a very long period of time, we will 
have to come to grips with that as a Nation. Is that where we want 
to go? If we want to go, we will have to plan for it because I do 
not think anyone has ever planned for that before. 

Mr. Lamont. I think we have to be very careful because as we 
reduce the Active component of the Army, we may very well find 
it necessary to shift further capabilities into the Guard and Re- 
serve. If we are going to do that, then we better make sure they 
are trained and ready to go. So as we get into the budget process, 
we have to ensure from our standpoint that we have sufficient 
funds for not only full-time support to assist the Guard and Re- 
serve, but to also have the training monies. We are very good right 
now on the equipping level, but we are a little concerned that we 
have sufficient and adequate funding to train them at the readi- 
ness level that we know we will need to do. 

Senator Graham. Thank you. Mr. Chairman. 

Senator Webb. Thank you. Senator Graham. 

Just as an aside on your very important question, when I was 
responsible for the Guard and Reserve programs in the 1980s be- 
fore this current evolution that we see in Iraq and Afghanistan, the 
way that the total force was designed at that time was approxi- 
mately half of the combat support and about two-thirds of the com- 
bat service support, as I recall, in the Army was in the Guard and 
Reserve. They wanted to keep the immediate deployers, the combat 
units, fully manned up to, I think, 18 divisions at the time. We are 
probably going to end up with a similar formula as we draw down. 

General Bostick, what was the Army’s Active Duty strength on 
September 11? Do you recall? The point being, just to get to it, is 
that the number you are going down to now is slightly above where 
it was on September 11. Is that not correct? 
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General Bostick. Yes, Senator. It was about 482,000-483,000. 
We are going to come down to 490,000. 

Senator Webb. Are you comfortable with that number? Is the 
Army comfortable with that number? 

General Bostick. I think. Senator, given the strategy that has 
been laid out, we are comfortable given the assumptions that we 
can make. We are never very good in the assumptions that we 
make about the future, but given the assumptions that we have 
made, given the strategy that we have outlined, we are comfortable 
that if we stay on the ramp that we are on in terms of drawing 
down the Army end strength, that we can do this in a reasonable 
way and take care of soldiers and families as we come down and 
still meet the missions that we have been asked to do. 

Senator Webb. Thank you. 

Senator Ayotte. 

Senator Ayotte. Thank you, Mr. Chairman. 

General Bostick, if I can just follow up on the end strength re- 
ductions on a couple of different fronts. First of all, with the 72,000 
in end strength reductions in the Army, how much — call it what 
you want, how much latitude did you build in there? How much 
contingency did you build in there? Where are we in terms of being 
on the edge of a position where we could put ourselves in a place 
where we would hollow out our force? As we think about 72,000, 
how much did we build in there that we may have made a mistake 
in terms of future contingencies that we are asked to respond to? 

General Bostick. From an operational standpoint. Senator, I 
would say again, given the strategy that has been outlined from 
the President, we look at that strategy, develop a force structure, 
and then our job is to man that force structure. So based on the 
strategy and the assumptions that go into that strategy, if we can 
stay on the ramp that the Secretary and the Chief have asked us 
to stay on through the end of 2017, there will be risks there but 
we believe we have mitigated the risk as best we can. 

Where we can get hollow is in a number of areas. A lot of folks 
think about hollowness of a force in terms of people. But the Chief 
and the Secretary have said that they need a balanced force, and 
we are not going to retain force structure to hurt ourselves in read- 
iness, and readiness could be in training readiness, it could be in 
the quality of life for our soldiers and families, it could be in mod- 
ernization. So currently the biggest portion of our budget, 45-46 
percent of our budget, is in personnel and it is in manning. So we 
have put the risk in other areas beyond personnel. 

Senator Ayotte. What are our current dwell times and where 
would the end strength reductions — where will we be with dwell 
times? Also, can you tell me what the dwell times are in particular 
for the military occupational specialties? 

If what you have told us thinking about we have an unantici- 
pated contingency because, as you have noted, we have been par- 
ticularly bad at predicting our next conflict, where does that bring 
us in terms of needing to reverse the Army’s end strength reduc- 
tions? 

I know that is a series of questions, but if you can help me where 
we are with dwell times, where does this bring us with the end 
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strength reductions. It is one of the concerns I have about the read- 
iness of our forces. 

General Bostick. The dwell times — and it is a difficult question 
to answer simply because dwell is an individual metric. If you add 
it all up, when I testified last year, the dwell was about 1 to 1.5. 
Today it is about 1 to 2. But there are MOSs like our aviators, our 
infantry, and those low-density MOSs that have much lower dwell 
times. It varies on grade. So if you are a young junior enlisted, 
then your OPTEMPO and your dwell is lower than a senior officer 
or a senior non-commissioned officer (NCO). But if you add it up 
across the Army, it has been a long time that it has taken a reach 
of 1 to 2 dwell, but we are there now except for some of the key 
MOSs that I talked about later. 

We are very concerned on end strength as we come down. If we 
come out of Afghanistan as planned in 2014, that is when the ma- 
jority of — our bigger end strength reductions will happen in 2014 
and beyond. So the temporary end strength increase of 22,000 that 
Congress and the Secretary of Defense have authorized us to have 
is helping us meet the demands of our deployers. So we have no 
issues with meeting our deployer strengths at their late arrival 
dates, have had no issues with ensuring that they are able to have 
end strength in addition to compensate for their disability evalua- 
tion system, the soldiers that are involved in that. So from an end 
strength perspective and the glide path that we are on, I feel fairly 
comfortable as long as we are able to maintain the Overseas Con- 
tingency Operations (OCO) dollars. Everything above 490,000 is 
not in our base. It is an OCO. So that is something that we have 
to fight for each year. 

In terms of your last point on reversibility, we have asked Con- 
gress for the ability to increase the affiliation bonus from Active 
component to Reserve component from $10,000 to $20,000, and we 
think that will allow us to put more of our NCOs and officers that 
are leaving the Active Force into the Reserves. What the Chief and 
the Secretary have asked us to do is put some of our young cap- 
tains and senior NCOs in drill sergeant status and recruiting, more 
of them in those positions and more on the platform in our institu- 
tional Army, if you will, so that if we had to grow the Army quick- 
ly, the part that we cannot grow is our mid-grade officers, our mid- 
grade NCOs. So if we have them in some of our school locations 
where we have pulled them out or converted it to civilian positions, 
we would have some flexibility to grow the Army. 

Senator Ayotte. How many are going to receive involuntary ter- 
mination in terms of officers and NCOs with the drawdown, the 
72,000 drawdown? 

General Bostick. I do not have a specific number on that. We 
have asked Congress for the authorities to have involuntary sepa- 
rations. There will be some officers and there will be some very 
good NCOs that will want to stay in the Army and will probably 
not. 

What the Secretary of the Army and the Chief have said is that 
is our last resort. They want to do this without involuntary separa- 
tions. Also on the voluntary separations like we had in the 1990s, 
we open it up to everyone, and a lot of our very best folks would 
leave. 
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We think we can manage it, but there will be some especially in 
the 2014-2015 timeframe that on this ramp will have to leave by 
other than natural causes. 

Senator Ayotte. General, I would really very much appreciate if 
you could get us an estimate of how many involuntary terminations 
there will be both in the commissioned and then the NCOs. 

Also, I think it is really important for people to understand, as 
I understand it, that some of those people that are going to get in- 
voluntary terminations have done multiple tours for us in these 
conflicts that we have been fighting. 

Mr. Lamont. Could I just very quickly address a couple of your 
issues? You have mentioned the dwell time, but I want to let you 
know, we are moving our deployment cycle down to a 9 -month 
cycle. So we hope that will help reduce some of our stress on the 
force and maybe even eventually, as we reduce in Afghanistan, our 
dwell time will then rise. 

As you say on the hollowing out of the force and our concern with 
our assumptions, the problem is the enemy always gets a vote. We 
never know what the enemy is going to do. We do not know what 
contingencies are going to arise, and we must be extremely careful 
in how we plan for reversibility and expandability as necessary. 

Just on some of the numbers, I hate to throw out numbers, but 
I have seen numbers that will approach in the enlisted category 
perhaps as high as the mid-20s, 23,000, 24,000, and on the officer 
contingent — again, these are very rough numbers and all based 
gain on assumptions and attrition rates, but officers may go up to 
4.5 to maybe 5,000. 

Senator Ayotte. That is a very significant number for many who 
have done multiple tours for us. So I think the American people 
need to understand that in terms of some of the choices that we 
are making. 

I very much appreciate all of your being here. I have some follow- 
up questions that I will probably submit for the record on other 
issues. Thank you. 

Senator Webb. Thank you. Senator Ayotte. 

Senator Blumenthal. 

Senator Blumenthal. Thank you, Mr. Chairman. 

Thank you all for your excellent work in a time of great chal- 
lenge, and thanks to all the men and women who serve under you. 

I have some questions that really relate to the responsibilities 
that will be increasingly important placed on our Reserve and Na- 
tional Guard and in particular on the transition assistance that we 
give them as they come, many of them, off Active Duty to go into 
the Reserve, which has been a focus of mine, and also on the em- 
ployment opportunities once they return to civilian life. 

I am troubled by reports — and you may want to comment on 
them — that there are instances of discrimination. I do not know 
how to put it any more politely, but discrimination against reserv- 
ists or National Guard because of the possibility that they may be 
deployed and therefore unavailable in their workplaces, number 
one. 

Number two, whatever transition assistance we can give them 
while they are in the military but also afterward when they are in 
civilian life, a Transition Assistance Program (TAP) type of assist- 
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ance. I know that many of the Services — I am most familiar prob- 
ably with the Marine Corps and what it is doing to expand the 
TAP. 

I would ask you to comment on those areas of transition assist- 
ance and employment opportunity when our Reserves and National 
Guard come off Active Duty and also the kinds of help we are giv- 
ing to our veteran services. 

Secretary Ginsberg? 

Mr. Ginsberg. Senator, thank you. There are a couple issues 
there that you really raised that are very critical for our Air Force 
and our future. There is a very key readiness concern there that 
if our Guard and Reserve airmen do not feel like they have the 
support of their employers, they are not going to be raising their 
hands to volunteer for the missions, whether a pop-up contingency 
or some type of steady state action. So we need to make sure, in 
addition to the family support and the direct support we provide 
them, that we have the backing of their employers. So this is abso- 
lutely vital for our Air Force, and what we have been trying to do 
is communicate across the force to the families, to the employer 
partners that we are going to really need our Guard and Reserve 
over the long term. 

Of course, if an airman does have a problem, we encourage them 
to file a real complaint, obviously, to be investigated by the Depart- 
ment of Labor. So very vital there. 

But the other issue there, sir, is the one you mentioned about the 
transition support, and that is a realm where the President has 
made it a very top priority. We are going to be working to make 
TAP available to our Guard and Reserve in a way that really has 
not been available to them over the long term. So any Guard and 
Reserve member who goes on a deployment over 180 days is going 
to be eligible for a full range of transition programs, counseling, re- 
source databases. That is all going to be put at their fingertips. But 
we are moving out on that and it is a key concern to us. 

Senator Blumenthal. Thank you. 

Secretary Garcia? 

Mr. Garcia. Senator, thank you for your question. 

We too have heard anecdotally accounts of our reservists having 
difficulty in employment and coming back to returning employers. 
We have run each case to ground. 

But I think I would have to point out as well the other side of 
that coin, that on the Navy side alone, we have mobilized 67,000 
reservists for year-long mobilizations over the course of this war. 
The Navy reservist model is a little bit different. They tend to fol- 
low their Active Duty service. They tend to be a little bit older de- 
mographic. The overwhelming evidence is that supporters, espe- 
cially against the backdrop of a struggling economy, with these 
Navy personnel have accommodated in many cases voluntarily pay- 
ing the differential between their mobilized salary and that which 
they have made in their civilian capacity, and it is real patriotism. 

Our Marine Reserve model is a little bit different. Those cases 
that have run up against the regulations and the law, and those 
cases — we have run each one to ground. 

Secretary Ginsberg mentioned the work we are doing with our 
counterparts at Labor, 0MB, and the Department of Veterans Af- 
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fairs (VA) in fleshing out the details of the Veterans Opportunity 
to Work to Hire Heros Act of 2011, known as the “VOW to Hire 
Heroes Act.” 

But above and beyond that, the TAP reform that both Services 
are doing, initiatives like the American Corporate Partners, where 
heads of a stunning number of companies across America have 
reached out to serve as mentors for our separating personnel as 
they go through TAP. Within the Department of the Navy, every 
separating member, to keep them on the team to the maximum ex- 
tent possible — for example, at Naval Sea Systems Command which 
is our largest civilian hiring entity, we set a goal of hiring 365 de- 
parting members last year, one a day, and we have hired 500. We 
have set a goal for 300 this year. 

So the transition process is receiving full priority. 

Senator Blumenthal. I do not mean to disparage employers in 
general. I think that the instances of alleged discrimination or non- 
hiring are a small minority, but as Secretary Ginsberg said, they 
create disincentives that may have a ripple effect or ramiflcations 
beyond that. I agree with you. My impression is the vast majority 
of employers want to do the right thing. 

I am very interested, I know Senator Graham has asked about 
sexual assault, and I commend the Secretary of Defense and all of 
you who have taken a really increasingly hard line on that issue. 
But I want to ask about an unrelated issue — and I would like to 
follow up in questions because I want to give my colleagues a 
chance to ask some questions and that is, suicide prevention. How 
are we doing? Any progress to report? Any comments for us? 

Mr. Garcia. I had the opportunity to respond to Senator Gra- 
ham’s question earlier. General, do you want to start this one off? 

General Milstead. Of course, one is too many, and nobody is 
dancing in the end zone, but we are doing better. If you look at the 
numbers, calendar year 2009 was the dark year for us. We were 
at 52. The next year we came down to 37, and this past year we 
were at 33. So the glide slope is right, but again, until you get a 
zero — and so far this year we are at 12, a little bit ahead of where 
we were last year, but I am not sure what that means. 

We continue to work this. In the Marine Corps, we have given 
this to our NCOs. We continue with our training. Now we have a 
training program for our junior marines, for our NCOs, and then 
for our young officers and staff NCOs, our platoon sergeants and 
our platoon commanders. But the NCOs — those are the guys that 
have their fingerprints all over the guys and gals, where we see 
this, the young ranks. 

So we are optimistically hopeful, but this is something that we 
will continue to work at until we have zero. As you are well aware. 
Senator, this is a national problem. It is just not within the mili- 
tary. But it has the Commandant’s attention. It has all the Serv- 
ices’ attention. 

Admiral Van Buskirk. Senator, I would like to add we are also 
putting more resources towards it, and just recently we have 
added — we have operational stress training teams out in the fleet 
concentration areas that can be out there among our sailors, our 
men and women, out there so they can help train our leadership 
to identify the signs of increased stress with our servicemembers 
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and then additionally be a resource that they can actually go on 
board the ships to help counsel our people as well. 

24/7 hotlines as well that we are manning to ensure we have the 
people available to counsel at any time a person has some indica- 
tion that they may have some problems. 

So I think adding that and adding additional leadership focus to 
this is critical. But certainly we do not like the trends we are see- 
ing across the Services and we want to continue to combat and put 
the resources against it, sir. 

Senator Blumenthal. Thank you. 

Mr. Garcia. If I could just punctuate that point, Senator. I think 
in some part what makes this such an agonizing problem, each of 
us reviews the operations reports each morning from the night be- 
fore, and to try to discern a pattern in these cases is so difficult. 
Across the Department of the Navy, we will typically see about five 
and a half suicide events per day, that is, ideation, attempts, or in 
the worst case, the act. It is not rare to have days, five and a half 
more incidents, where the members involved have never deployed. 
It is difficult to make the correlation, the formal link, between the 
operational tempo and the deployment piece. 

It took me a while to get to this point. What I take some comfort 
in is that an ideation event, if it does not culminate in an attempt, 
or, God forbid, the actual act, I want to believe is a sign that we 
are making progress in that a sailor or marine knows the resources 
to go to. His shipmates, his fellow marines, are recognizing the tell- 
tale signs and are reaching out and getting information to the right 
people. 

Senator Blumenthal. Thank you, all. I really appreciate your 
excellent answers. Thank you. 

Thank you, Mr. Chairman. 

Senator Webb. Thank you. Senator Blumenthal. 

Senator Vitter. 

Senator Vitter. Thank you, Mr. Chairman, and thanks to all of 
you for your service. In that vein, by the way, we just had Navy 
Week in New Orleans associated with commemoration of the War 
of 1812, and I got to meet a number of servicemembers. They hap- 
pened to all be Navy. But I tell you what. We have a lot of prob- 
lems and a lot of challenges, but it is not the young people in the 
military. So thanks for your leadership and thanks for them. 

I have some questions focused on some concerns I have with the 
cuts and proposals as it affects Louisiana. Let me put it in context. 
Look, these are very tough budget times. There are going to be a 
lot of decisions that are not popular to different States, and we all 
get that. 

I think what frustrates me and some other Members are two 
things. 

Number one, in a lot of these cases, we are not given and we do 
not see, even after digging, a clear metric and a clear justification 
and rationale. 

Number two, in a lot of these cases, I see jointness going out the 
window at a time when greater jointness, including greater effi- 
ciency, is more necessary than ever. In some of these decisions, I 
personally see the stovepipes hunkering down and sacrificing 
jointness and through it, greater efficiency. 
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So that is the context of some of these concerns and questions. 

Specifically the Air Force — and I will ask you, Mr. Secretary — is 
recommending to cut out the 917th Fighter Group at Barksdale, 
the A-lOs there. Now, when we looked into that, when we asked 
the folks on the ground in Louisiana, including the Army folks at 
Fort Polk who they help train, those folks on the ground said that 
about 70 percent of all of the joint Air Force/Army training at Joint 
Readiness Training Center (JRTC) at Fort Polk use that 917th 
Fighter Group during the Green Flag East exercises. So there was 
tremendous appreciation of that participation in that joint training. 

When we asked the Air Force — I just got a letter from the Sec- 
retary, and his response was that the same 197th group has only 
fulfilled its requirement, meaning that training, once over the last 
3 fiscal years. 

Now, this is not a 10 percent difference of opinion. This is dif- 
ferent planets, and so it is very concerning to me when you get 
wildly different statistics and numbers behind a decision. How am 
I to reconcile those wildly different statistics? 

Mr. Ginsberg. Senator, I certainly will reconcile the numbers for 
you. We will go back and validate and we will certainly get back 
to you on that. 

I will say a couple of things. One is on the decision to retire the 
A-lOs, that was based on our force planners’ assessment of what 
the future demand was going to look like, what was the range of 
scenarios that the Department of the Air Force would have to sup- 
port the joint war fight in and what was the overall capacity of air- 
craft that were needed for that. A decision was made to take down 
more A-lOs than F-16s because the F-16 is a multi-role aircraft 
versus the A-10 which is more single purpose. So that was the de- 
cision to take down — that was the approach to take down the ca- 
pacity. 

In terms of where the specific units were in the distribution 
among the Guard and Reserve, it was similar to what I talked 
about. The thought was similar to what I mentioned before, that 
in order to maintain the overseas presence and to maintain an ac- 
ceptable level of operational tempo across our force, to do more of 
those reductions in the National Guard and Reserve. So that was 
the overall thought process there. 

Sir, I would just like to highlight that. If there is a unit at JRTC 
that is in the box, ready to go deploy, whether it is the 917th or 
an A-10 unit from Moody Air Force Base in Georgia, that is a valid 
requirement, and in the same way that the Air Force plugs in with 
its Service counterparts down range, it will do so here in order to 
make sure that our comrades are ready to go and that we can train 
like we fight every day. So that is something we will be working 
through. 

But, sir, I do want to make sure we are providing you all the in- 
formation that you need. 

Senator Vitter. Certainly, I would like that follow-up and rec- 
onciliation. 

More broadly we have asked for specific savings numbers and 
analysis for that, as well as Louisiana National Guard 259th Air 
Traffic Control Squadron from DOD. The only thing we have gotten 
are conclusory statements or the decision or a letter with a para- 
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graph explanation. We have constantly, many times over, asked for 
a specific cost savings assessment. If you can get that to us more 
broadly. 

[The information referred to follows:] 

The new Defense Strategic Guidance states that U.S. forces will no longer be sized 
to conduct large-scale, prolonged stability operations. Analysis based on scenarios 
consistent with the Strategic Guidance resulted in a reduced requirement for tac- 
tical combat aircraft and a preference for multi-role fighters to provide the most 
flexible capability within each scenario. As a result, A-10 retirements were selected 
in lieu of other combat aircraft and the Air Force made the difficult choice to retire 
five A-10 squadrons comprised of 102 A-10 aircraft. Previous reductions in fighter 
force structure shifted the Total Force ratio toward Reserve component forces, and 
Air Force decisions in the fiscal year 2013 President’s budget request (20 A-lOs 
from Active Duty, 61 from the Air National Guard, and 21 from the Air Force Re- 
serves) rebalanced that ratio to create a more sustainable force structure over the 
long term. 

Before I explain how we determined where to take the A-10 reductions out of the 
Air Force Reserve, I’d like to clarify the discrepancies you noted in the A-10 
taskings for the 917th Fighter Group and their support of the Joint Readiness 
Training Center (JRTC) at Fort Polk. The Air Force has formally tasked the 917th 
Fighter Group one time through the Air Combat Command Consolidated Planning 
Schedule. However, due to their proximity to Fort Polk, the 917th Fighter Group 
routinely accepts ad-hoc requests from the JRTC for close air support training out- 
side of Air Combat Command Consolidated Planning Schedule. 

The Air Force Reserve reduction of 21 A-10 aircraft required a decision between 
two unit-equipped bases, Barksdale and Whiteman AFB. The Air Force Reserve em- 
ployed four realignment strategy principles that influenced the selection of specific 
locations for aircraft reductions. It first ensured aircraft reductions would not nega- 
tively impact operational support to the combatant commands. Second, it considered 
if force structure movements would create any new Air Force bills. Third, it at- 
tempted to minimize risk by optimizing crew ratios to exploit expected increase in 
mission capability rates. The final principle considered locations that continued to 
have an Air Force mission due to the presence of another Air Force component. In 
addition, although not stated as one of the four guiding principles, our sphere of in- 
fluence also factored in and allowed for maximum reversibility at minimum cost. 

The decision between Barksdale and Whiteman Air Force Base (AFB) Reserve A- 
10 units was difficult, as both units are tenant organizations on Active Air Force 
installations, have excellent recruiting capabilities, sound track records of perform- 
ance, and provide support to joint warfighting and training. Ultimately, the Air 
Force Reserve determined that the B-62 classic association at Barksdale AFB would 
be best positioned to absorb some of the adverse impact of closing the A-10 squad- 
ron at Barksdale. Conversely, the A-10 unit at Whiteman AFB is a stand-alone ten- 
ant unit. Closing the Whiteman unit would make it difficult to absorb the personnel. 
The Air Force will continue to provide support to joint warfighters at the JRTC 
through the Air Combat Command Consolidated Planning Schedule system. 

By divesting the A-10 squadron at Barksdale AFB, the Air Force expects to save 
approximately $336 million over the Future Years Defense Program. The savings 
account for operations and maintenance personnel, flying hours, aircraft modifica- 
tions such as wing replacements, and depot sustainment funding. 

The decision to divest the 259th Air 'Traffic Control Squadron (ATCS) was based 
on the lack of an Air National Guard flying mission assigned to the Alexandria 
International Airport. The cost savings to the Air Force will include cost avoidance 
for the purchase of a next generation deployable radar and deployable instrument 
landing system as well as non-flying and depot level repair cost savings that exceed 
$500,000 per year. Additionally, the manpower saved by divesting the ATCS allowed 
the Air National Guard to realign the corresponding end strength towards bol- 
stering readiness in areas such as aircraft maintenance, intelligence, surveillance, 
and reconnaissance, and domestic operations. 

Senator Vitter. On the 917th, if it is true that they have partici- 
pated in a big number, a majority — folks on the ground say 7 per- 
cent of that training at Fort Polk — what will be the replacement for 
that type of training? 

General Jones. Senator, I think it is important that when they 
talk about what will be the replacement, not that they ask for what 
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type, what specific aircraft, but what capability. That is where we 
were stuck with the tough decision to have to eliminate single ca- 
pability aircraft to go with multi-role aircraft so we could bring in 
something that could do more than just one thing. So what we 
would be providing them is a multi-role aircraft that could perform 
the same function the A-10 was performing. 

Sir, if I could just go back and comment on one thing you said 
earlier about jointness, the question of Services hunkering down 
and trying to back away from jointness — I really do not agree with 
that. I would have to tell you that having served in the U.S. Euro- 
pean Command when I was a younger officer, having been the 
J-1 at CENTCOM during much of the conflict when General 
Abizaid was the commander, we are all so bought into jointness 
that it would be impossible for us as a department to walk away 
from how we fight now. We fight as a joint, integrated team. Our 
leadership teams are integrated. Our relationships across the Serv- 
ices have been solidified, and that is the only way we will be going 
to war in the future. 

Senator Vitter. Okay. To follow up on that thought, regarding 
this A-10 decision, let me ask your Army colleagues when in the 
process was the Army consulted regarding the impact of this A-10 
decision? How early or late and who was consulted about that on 
the Army side? 

Mr. Lamont. I frankly cannot respond to that. I will have to take 
that for the record and find out. I assume it would be within our 
G-3 staff, our training and operational concerns. 

General Bostick. Senator, we will go back and find out, but I 
would agree with my Air Force colleague. We will never walk away 
from jointness, and any opportunity that we have to train is going 
to be a good opportunity for the country. So just like we cannot 
walk away from the Reserve component, we cannot walk away 
from jointness and the combined nature of how we fight is the only 
way that we can do this. 

Senator Vitter. If you would follow up because I think it would 
be an interesting test of this debate to see when in time and at 
what level the Army was actively in a meaningful way consulted 
on this decision. 

Mr. Lamont. We will find out. 

Senator Vitter. Okay. I will look for that follow-up, and I appre- 
ciate it. 

[The information referred to follows:] 

The Air Force did not consult with the Army regarding moving the A-10 mission 
out of Barksdale. The Air Force made difficult choices to closely align with the new 
Department of Defense strategy. In doing so, it favored aircraft with multi-role ca- 
pabilities versus those focused on niche missions. The Air Force Reserve was faced 
with a fair share reduction of A-10 fleet and had to make a decision between two 
unit-equipped bases, Barksdale and Whiteman Air Force Base (AFB), to reduce 21 
A-lOs. Both units are tenant organizations on Active Air Force installations, have 
excellent recruiting capabilities, sound track records of performance, and provide 
support to joint warfighting and training. The Air Force Reserve determined that 
the B-52 classic association at Barksdale AFB would be best positioned to absorb 
some of the adverse impact of closing the A-10 squadron at Barksdale. Conversely, 
the A-10 unit is a stand-alone tenant unit on Whiteman AFB. Closing the unit 
would make it difficult to absorb the personnel. 

Mr. Ginsberg. Senator, could I just say that during the develop- 
ment of our budgets, each Service’s plan is vetted through the 
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other Services, and of course through our Office of Secretary of De- 
fense overseers. So there are smaller forums and larger forums. We 
have our programmers, plans, and programs. We call them the 
“eights.” They regularly review the budget submissions towards the 
tail end, once each Service is developed, and then our budgets go 
through something they call the Defense Management Action 
Group, and that is where the Services can look before it is sub- 
mitted to Congress, before it goes to 0MB. Every Service gets to 
peer into what each other Service is doing. Also, there are lots of 
communications back and forth where we highlight some of the big 
issues that are going to be coming forward in the year ahead. 

Senator Vitter. Secretary Ginsberg, again on the Air Force side. 
Global Strike Command is a relatively new command at Barksdale. 

Senator Webb. Senator Vitter, I am going to have to interrupt 
you because we are on a 7-minute clock, and a vote has been called. 
I know Senator Brown wants to ask a question. You could submit 
that question for the record as can anyone else on the sub- 
committee before close of business tomorrow night. 

Senator Vitter. I will submit that for the record. Thank you, Mr. 
Chairman. 

Senator Webb. Senator Brown. 

Senator Brown. Thank you. I will be brief. Thank you. 

How much time do we have before the vote? 

Senator Webb. The vote has been called. 

Senator Brown. I will be done long before then. Thank you. 

General Milstead, first of all, I am encouraged to hear that Gen- 
eral Amos is opening up some slots for the training of women at 
Marine Corps Infantry School right down the road in Quantico. I 
want to commend him for that. 

I read a quote from General Gray who said every marine is first 
and foremost a rifleman. All other conditions are secondary. I agree 
with that also. I am a strong proponent of women in combat, pro- 
viding they fit the qualifications. 

Where do you think the perception comes from that somehow fe- 
male servicemembers could, “compromise the mission”? Have you 
heard that? Do you think it is relevant? Do you think it is some- 
thing that is being handled appropriately? 

General Milstead. Sir, again, I do not believe the Senator was 
in here when I first responded to Senator Webb’s response that this 
is research so that the Commandant can make an informed rec- 
ommendation to the Secretary. 

But we have approximately a little over 13,000 women marines. 
I have been in combat twice with them. They are in combat. That 
is a misunderstanding of a lot of people. Our women are in combat. 
I am a Cobra pilot. We have women Cobra pilots. But we are talk- 
ing a difference between closed and open MOSs. Our women ma- 
rines, just like our women sailors and our women soldiers and our 
women airmen, make a great contribution and have made a great 
contribution, and we have no inclination at all in turning our back 
on that. 

Senator Brown. It means a lot. I appreciate the effort and I will 
convey that to General Amos. 

I know that Senator Graham and I and others are deeply con- 
cerned about the Air Force, and I think the Army has struck a good 
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balance between Guard and Reserves and regular Army. The Air 
Force — I have to tell you I am not quite happy with the way things 
are shaking out. I feel that the Guard and Reserves are getting the 
short end of the stick. A lot of the input that has been given, I feel, 
has fallen on deaf ears. 

I am deeply concerned about the fact that the Air Force has 
taken all the toys and is holding them and then really having a dif- 
ficult time sharing and especially because I feel we get a very good 
value for the dollar in the Guard and Reserves especially in Massa- 
chusetts. Some of the units are at 70-80 percent mission-capable 
and yet we are going to take away that — destroy some of those 
teams and shift and adjust. It is deeply, deeply concerning to me. 
So if we were to make these irreversible cuts to the Guard based 
on disputable facts or flawed assumptions, could that be reversed? 
Could those actions be reversed, do you think? 

Mr. Ginsberg. Senator, we really have struck a balance, given 
again the strategic demands 

Senator Brown. You have been given guidance from Secretary 
Panetta, but then you have gone and done it how you felt it was 
appropriate. Is that a fair statement? 

Mr. Ginsberg. Yes, sir. 

Senator Brown. The Army has done the same thing, but they 
have a different model. 

Mr. Ginsberg. Sir, we just looked at what the demands were 
going to look like over the future, what were the war plans that 
we would have to fulfill, what are the rotational requirements, and 
then we had to, again, balance those considerations with the fact 
that there was a very significant change in our resourcing over the 
fiscal year plan. 

Senator Brown. Yes, but you are going to get a better value for 
your dollar with the Guard and Reserves. You know that the OSD 
Reserve Affairs report basically said the method of calculating the 
baseline costs and capabilities of the Guard and Reserves — without 
having the appropriate information, is it possible the Service Chiefs 
are assuming key data that would show how to preserve the great- 
est amount of military capability at the lowest cost or not? 

Mr. Ginsberg. Sir, there has been a lot of discussion about the 
costs, of course. If there is a way to do a mission more cheaply and 
to get it done, we are going to do that, sir. The challenge has been 
when you are using the Guard and Reserve in a very high oper- 
ational intensity, that some of the cost benefits become more am- 
biguous. 

Senator Brown. But if you shift some of the Active components 
to some of the Reserve bases like has been done in the past, you 
are going to get that good value for the dollar and also stretching 
out the mission. 

Mr. Ginsberg. We foresee a very intense deployment schedule 
for the Guard, Reserve, and the entire force, and like I said, as you 
are using them more intensely, again the cost differences among 
the various components become more ambiguous. 

In the meantime, sir, we also have to be, of course, concerned 
about what is the demand that is placed on the force and what is 
the stress level that we put on everybody. We are concerned that 
if we get these balances wrong, that a member of the Guard or Re- 
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serve is going to have to deploy at an intensity that will just be 
unacceptable to them, and our airmen are going to walk with their 
feet not just on the regular Air Force side but across our entire 
force. 

Senator Brown. I do not know if I agree with that assumption. 
I have been in 32 years. I have met with all the Guard and Reserve 
air components in Massachusetts and throughout, and I will tell 
you what, this conversation is not over. If it is not going to be ad- 
dressed by you guys keeping and staying at the table, we will han- 
dle it in committee and we will do it for you. I do not know how 
else to say it. We will make sure we play a very active role. 

Unfortunately, we do have to go vote, but I do have a question 
or two for the record I will submit. 

Thank you, Mr. Chairman. 

Senator Webb. Thank you. Senator Brown. 

Again, all members of the subcommittee will have until the close 
of business tomorrow to submit any further questions for the 
record. 

I thank all of you for your testimony and for your continued serv- 
ice to our country. 

This hearing is adjourned. 

[Questions for the record with answers supplied follow:] 

Questions Submitted by Senator Kelly Ayotte 

INTEGRATED DISABILITY EVALUATION SYSTEM 

1. Senator Ayotte. Secretary Lament and General Bostick, while speaking at the 
Warrior Care and Transition Program Training Conference in Orlando, Florida, in 
2011, the former Vice Chief of Staff for the Army, General Chiarelli, said that the 
current Army Disability Evaluation System (DES) is “complex, disjointed, hard to 
understand, and it takes too long to complete.” How long does it take for the aver- 
age soldier to complete the DES process? 

Secretary Lamont and General Bostick. Active component soldiers who com- 
pleted the Integrated Disability Evaluation System (IDES) in April 2012 averaged 
396 days from referral through notification of the Department of Veterans Affairs 
(VA) benefits decision. Reserve component soldiers averaged 401 days. 


2. Senator Ayotte. Secretary Lamont and General Bostick, what is the Depart- 
ment of Defense’s (DOD) goal for completing the DES process? 

Secretary Lamont and General Bostick. The goal for completing the IDES is 295 
days for Active component soldiers and 305 days for Reserve component soldiers, 
measured from date of referral to the IDES through notification of the VA benefits 
decision. 

3. Senator Ayotte. Secretary Lamont and General Bostick, how long does this 
process take and why is it taking so long? 

Secretary Lamont and General Bostick. Active component soldiers who com- 
pleted the process in April 2012 averaged 396 days and Reserve component soldiers 
averaged 401 days. The Army is enduring the effects of 10 years of war and lacks 
sufficient capacity to efficiently process the increasing number of soldiers now in the 
IDES. 

4. Senator Ayotte. Secretary Lamont and General Bostick, how many soldiers are 
currently enrolled in the Army’s DES? 

Secretary Lamont and General Bostick. As of April 23, 2102, there were more 
than 24,000 soldiers enrolled in the DES, including over 18,800 who are enrolled 
in the IDES and over 5,100 who are enrolled in the legacy DES. 

5. Senator Ayotte. Secretary Lamont and General Bostick, would it be correct to 
say that as these soldiers progress through the 400-day process, they are obviously 
nondeployable and count toward the Army’s overall end strength? 
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Secretary Lamont and General Bostick. Yes, these soldiers are nondeployable 
and do count against the overall Army end strength. The purpose of the DES is to 
maintain a fit and ready force. Soldiers going through that process are being evalu- 
ated to see if they are fit enough to continue to serve in the Army. Approximately 
5 percent of those who begin the process are deemed fit and continue to serve. The 
remainder are evaluated for disability ratings and are separated. 

6. Senator Ayotte. Secretary Lamont and General Bostick, what can we do to fix 
this? 

Secretary Lamont and General Bostick. The Army is aggressively working to im- 
prove performance of the DES. We are currently implementing a number of initia- 
tives designed to improve the performance, including: adding over 1,100 in staffing; 
publishing guidance to standardize the process across the Army; enhancing our 
training; and establishing procedures that will enhance the sharing of information 
with the VA. However, the Army believes we need to fundamentally change the 
DES; and remain convinced statutory reform is the only way we can achieve a sus- 
tainable system worthy of the sacrifices of our volunteer force in this era of per- 
sistent conflict. 

The Army is looking at several different options to improve the DES — one of 
which would be a process where DOD determines a disabled servicemember’s fitness 
for duty, and if found unfit, provide a lifetime annuity based on the member’s rank 
and years of service. The VA would then establish compensation for service-con- 
nected injuries, disease, or wounds. We believe this type of system would achieve 
an average disability process outcome in less than 90 days: improved readiness; re- 
duced complexity; decreased impact on limited medical resources; and less adver- 
sarial. 

7. Senator Ayotte. Secretary Lamont and General Bostick, is part of the problem 
the dual DODWA adjudication systems? 

Secretary Lamont and General Bostick. The IDES was designed to eliminate the 
duplicative elements of the separate disability processes previously operated by VA 
and the military. It employs a model that features a streamlined exam process using 
VA protocols and a single disability rating to be issued by VA. One of the principal 
goals of the new system was to ease servicemembers’ transition to veteran status 
so they can quickly access VA benefits to reduce the risk of financial hardship. From 
this perspective IDES was successful. 

IDES allowed for a move toward a single process with a single examination and 
a single source for all disability ratings. However, soldiers continue to receive two 
ratings. The Services can only compensate for military unfitting (fit for duty) serv- 
ice-connected conditions, while the VA compensates for all service-connected condi- 
tions. This duality creates confusion, and the belief the Services are not being loyal 
to or fair with servicemembers; it is also wasteful and time consuming. 

We need to move to a system where the Services determine a disabled service- 
member’s fitness for duty, and if found unfit, provides benefits based on the mem- 
ber’s rank and years of service and let VA establish compensation for disabling serv- 
ice-connected conditions. We believe this type of system would achieve an average 
disability process outcome in less than 90 days, improve readiness, while decreasing 
the impact the system currently has on our limited medical resources. It would be 
a less adversarial system. 

8. Senator Ayotte. Secretary Lamont and General Bostick, could these two sys- 
tems be combined into one in order to streamline the process, help our troops, and 
save taxpayers’ money? 

Secretary Lamont and General Bostick. The Army believes there is a need to 
clarify the objectives of each respective system. The current DES is over 60 years 
old and was designed for a draft-based military, in an industrial/agricultural econ- 
omy. Its focus on disability and compensation reduces incentives or creates con- 
flicting incentives to participate in rehabilitation or to return to work and is not 
adequate for the needs of today’s professional all volunteer military. 

The Army believes the system requires reform. We recommend a simpler process 
where DOD determines a disabled servicemember’s fitness for duty, and provides 
benefits based on the member’s rank and years of service. VA continues to deter- 
mine disability benefits as it does now using one of its predischarge programs. We 
believe this type of system would achieve an average disability process outcome in 
less than 90 days and ensure that VA benefits were available to soldiers imme- 
diately after separation. 
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DWELL TIME 

9. Senator Ayotte. General Bostick, what is the impact on readiness when there 
is insufficient time at home between deployments? 

General Bostick. Over the past 11 years, the Army has successfully satisfied the 
high demand for conventional ground forces throughout two conflicts. The Army 
works hard at ensuring that our deplo 3 dng units are adequately manned and ready 
to meet operational demands. The price of meeting the increase in the operational 
demand has significantly stressed our military personnel and their families. To fully 
reconstitute our units, soldiers and their families must be given the time and re- 
sources they need to reintegrate and reverse the effects of the sustained operational 
tempo. A study completed in 2009 confirmed what we already intuitively knew: sol- 
diers require more than 2 years to fully recover, hoth mentally and physically, from 
the rigors of combat deployment. The Army’s goal is to achieve and maintain a dwell 
time of at least 2 months at home for every month deployed for the Active compo- 
nent soldier and 4 months at home for every month mobilized for the Reserve com- 
ponent soldier. 

The withdrawal of forces from Iraq will assist the Army with restoring its oper- 
ational depth and returning strategic flexibility in our formations and among our 
leaders. In the second quarter of fiscal year 2012, the median Active component 
Army individual boots-on-the-ground (BOG):dwell reached the goal ratio of 1:2. The 
ongoing drawdown of forces in Afghanistan will continue to improve the BOG:dwell 
ratio of the force, and as dwell times increase, the Army will be able to focus on 
sustaining the rotation rates of 1:2 as envisioned. This will ensure the force’s long- 
term health, and will, once again, allow the necessary time to train units to perform 
missions across the full spectrum of operations. 

10. Senator Ayotte. General Bostick, what impact does insufficient dwell time 
have on families? 

General Bostick. Most families focus on the quality of the dwell time rather than 
the length. But it does take time to adjust and become reacquainted with what it’s 
like to be together again. Soldiers’ reintegration with their families is an individual 
process. It is important for soldiers to spend quality time with their families in the 
reset period following deployment. With less dwell time, returning members may 
not have enough time to reconnect with their families and fit back into the home 
routine before they have to deploy again. Children worry about the next deployment, 
which impacts their ability to get to know their parent again. To help families with 
this process, the Army is educating family members about reintegration, helping 
them recognize changes in family structure and functioning, and the importance of 
establishing expectations before the soldier returns. 

11. Senator Ayotte. General Bostick, what impact does insufficient dwell time 
have on the Army’s ability to train for full spectrum operations, including major 
combat operations? 

General Bostick. The amount of dwell time required for a redeploying unit to 
progressively build readiness for a broad range of military operations (including 
major combat operations) depends on complexity of the unit’s design, functions, 
interaction with external organizations, and degree the unit will be employed in 
harm’s way or employ deadly force. Whether or not dwell time is sufficient depends 
on a number of factors, primarily how quickly the Army is able to reset the unit 
with personnel and equipment and how much training resources and venues are 
available to support the unit’s progressive training strategy. If dwell time proves in- 
sufficient for the unit to fully prepare before expected to be available for contingency 
operations, then the Army must accept either more training time or risk before de- 
ploying the unit, as allowed by exigencies of the situation. 

Risk associated with insufficient dwell time is somewhat mitigated by developing 
unit leaders throughout their career in professional military education and through 
participation in Army training venues like Combat Training Centers; by providing 
training support capabilities that allow unit components to sharpen skills using vir- 
tual/constructive/gaming venues through iterative execution of increasingly complex 
tasks, conditions, and enabler integration — complexity which is simply infeasible to 
create for live training at the unit’s home station due to constraints on maneuver 
space, airspace, joint/interagency/multinational availability; by training on fun- 
damentals first and progressively building the proficiency of individuals, crews, sec- 
tions, small units, then larger formations; and by integrating adaptability into train- 
ing, which enables a professionally disciplined force to apply their mastery of fun- 
damentals to any assigned mission and adapt to circumstances. Units deplo 3 dng 
with insufficient dwell may not have had opportunity to perform as a large forma- 
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tion, to fully integrate external enablers required of unified operations, or to practice 
against the full arrange of threats presented by contemporary operating environ- 
ments. 

12. Senator Ayotte. General Bostick, what are the Army’s current goals for dwell 
time between deployments for the Active and Reserve components? 

General Bostick. Because individuals follow a variety of deployment patterns, we 
measure dwell as a ratio of time spent deployed (boots-on-the-ground (BOG)) to time 
spent not deployed (dwell). Our near-term goals are for Active component soldiers 
to have 2 months of dwell for every 1 month deployed (a 1:2 BOG:dwell ratio) and 
for Reserve component soldiers to have 4 months of dwell for every month deployed 
(1:4 ratio). 

13. Senator Ayotte. General Bostick, what military occupational specialties and 
types of units are receiving the least time at home between deployments? 

General Bostick. Because individuals and units follow a variety of deplo 3 mient 
patterns, we measure dwell as a ratio of time spent deployed BOG to time spent 
not deployed following the deployment (dwell). In terms of this ratio, aviation units 
and aviation-related specialties have been the most taxed. This is especially true 
among junior enlisted soldiers and warrant officers, who have seen slightly more 
than 3 months of dwell for every 2 months deployed. Other units such as civil af- 
fairs, intelligence, military police, psychological operations, engineers, and special 
forces have also been heavily taxed and remain just above the mandated 1:1 
BOG:dwell ratio for units. However, the soldiers in these units tend to have better 
median individual BOG:dwell ratios than aviation soldiers, suggesting a wider vari- 
ety of assignment opportunities or partial-unit deployments. 

14. Senator Ayotte. General Bostick, what are the current dwell times for indi- 
viduals with these specialties and for these types of units? 

General Bostick. Because individuals and units follow a variety of deplo 3 mient 
patterns, we measure dwell as a ratio of time spent deployed BOG to time spent 
not deployed following the deployment (dwell). As previously stated, aviation units 
and aviation-related specialties have been the most taxed. This is especially true 
among junior enlisted soldiers and warrant officers, who have seen slightly more 
than 3 months of dwell for every 2 months deployed, a 1:1.5 ratio. This ratio is high- 
ly correlated with the unit ratios, as these soldiers do not have many assignment 
opportunities outside of these units. More senior noncommissioned officers and com- 
missioned officers have been experiencing ratios better than 1:1.8, largely because 
they have more assignment opportunities. 

15. Senator Ayotte. General Bostick, do you believe the Army should be reducing 
its end strength before achieving its dwell time goals? 

General Bostick. For the last several years, the Active Army has enjoyed the hen- 
efits of a temporary end strength increase that was as much as 22,000 soldiers 
above its 547,000 permanent end strength. Because of this increase, the Active com- 
ponent was able to achieve its median 1:2 individual BOG:dwell goal in second quar- 
ter of fiscal year 2012. With the expected decrease in demand for deployed forces, 
we do not anticipate that the median individual BOG:dwell will worsen. 

16. Senator Ayotte. General Bostick, if future unanticipated contingency oper- 
ations emerge and the Army’s dwell time predictions turn out to be too optimistic, 
at what point would you recommend pausing or reversing the Army’s end strength 
reductions? 

General Bostick. Once the Army is no longer able to sustain the 1:2 BOG:dwell 
ratio assigned to it in the Guidance for Employment of the Force, the senior Army 
leadership would need to assess the risk to the force and recommend to the Sec- 
retary of Defense that he pause or reverse the end strength reductions. 


traumatic brain injury 

17. Senator Ayotte. Secretary Lament, Secretary Garcia, Secretary Ginsberg, 
General Bostick, Admiral Van Buskirk, General Milstead, and General Jones, can 
you give me a sense as to how many of your servicemembers have suffered from 
a traumatic brain injury (TBI)? 

Secretary Lamont and General Bostick. Since 2000, there have been 233,425 
DOD servicemembers including 134,938 U.S. Army soldiers diagnosed with TBI. 
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Secretary Garcia and Admiral Van Buskirk. From 2000 through 2011, Navy has 
had 32,379 TBI cases among Active and Reserve sailors while Marine Corps has had 
33,989 such cases among Active and Reserve marines. In 2011 alone. Navy had 
2,825 instances of TBI while Marine Corps had 4,747. Mild TBI accounts for ap- 
proximately 77 percent of TBI cases documented across the Services since 2000, and 
84 percent of all TBIs occur in garrison. 

Secretary Ginsberg and General Jones. The Air Force accounts for 14 percent 
of the total TBI cases in the military, with 32,119 cases from 2000 through 2011 
(deployed and nondeployed, all severity). There are approximately 2,500-3,600 total 
cases per year, with the majority not being associated with deployment. According 
to the Medical Surveillance Monthly Report, there were 242 cases of deployment- 
associated TBI in airmen in calendar year 2010 (0.56 percent of Air Force deploy- 
ments). Of the total cases, 81.8 percent were mild, defined by the duration of alter- 
ation of consciousness, loss of consciousness, or post-traumatic amnesia at the time 
of injury. As reported in the civilian TBI literature, 85-90 percent of those who sus- 
tain mild TBI recover fully within 3 months, often sooner. Early identification, edu- 
cation, rest, and symptom management facilitate recovery. Those who sustain recur- 
rent concussions and/or have co-morbid conditions such as Post-Traumatic Stress 
Disorder (PTSD) may take longer to recover. 

General Milstead. The official TBI data for DOD is reported through the Defense 
and Veterans Brain Injury Center (DVBIC). Current D^^IC data indicate 233,425 
total TBI cases throughout DOD from 2000 through 2011. In that same time period, 
the Navy has had 32,379 TBI cases within Active and Reserve components, while 
the Marine Corps, Active and Reserve components, has had 33,989 such cases. In 
2011, the Navy had a total of 2,825 TBIs while the Marine Corps had 4,747. Mild 
TBI accounts for approximately 77 percent of TBI cases documented across the 
Services since 2000, and 84 percent of all TBIs occur in garrison. 

18. Senator Ayotte. Secretary Lamont, Secretary Garcia, Secretary Ginsberg, 
General Bostick, Admiral Van Buskirk, General Milstead, and General Jones, what 
is your Service doing to address this problem and care for our servicemembers who 
have sustained a TBI? 

Secretary Lamont and General Bostick. The Army has instituted a comprehen- 
sive program to better detect, diagnose, treat, and track TBI. This program contains 
four essential elements: (1) baseline neurocognitive testing of all deploying soldiers; 
(2) a comprehensive in-theater policy for assessing and treating soldiers exposed to 
potentially concussive events, who may have been exposed to a traumatic event; (3) 
establishment of an expansive garrison clinical care program to meet the medical 
and rehabilitation needs of patients with all severities of TBI; and (4) an aggressive 
research program looking at ways to better diagnose and treat TBI. 

Army policy directs that all soldiers who have been exposed to possible concussive 
events are screened for TBI and are given mandatory recovery time. The Army has 
improved provider education and training with regard to screening, evaluation, and 
management of concussion in both the deployed setting and the garrison environ- 
ment. Research is being conducted to find possible biomarkers of TBI, to improve 
accurate and timely diagnosis of TBI, and to increase the treatment options for indi- 
viduals with a positive diagnosis of TBI. 

Secretary Garcia, Admiral Van Buskirk, and General Milstead. TBI care on the 
battlefield has improved significantly since the beginning of Operations Enduring 
Freedom and Iraqi Freedom. Most improvements have targeted early screening and 
diagnosis followed by definitive treatment. In 2010, the Deputy Secretary of Defense 
issued Directive-type Memorandum 09-033, “Policy Guidance for Management of 
Concussion/Mild Traumatic Brain Injury in the Deployed Setting,” which has re- 
sulted in improved diagnosis and treatment of battlefield concussion. 

For Navy and Marine Corps, the primary treatment site for concussed service- 
members has been the Concussion Care Restoration Center (CRCC) at Camp Leath- 
erneck in Afghanistan. Since its opening in 2010, the CRCC has treated over 964 
servicemembers, resulting in a greater than 98 percent return-to-duty (RTD) rate 
and an average of 10.3 days of duty lost from point-of-injury to symptom-free RTD. 
There is also a Concussion Specialty Care Center (CSCC) at the North Atlantic 
Treaty Organization (NATO) Role III Hospital in Kandahar, with a neurologist on 
staff. 

Upon return from deployment, enhanced screening methods for TBI and mental 
health conditions are being piloted at several Navy and Marine Corps sites. These 
efforts include additional screening and follow-up for any servicemember noted to 
have sustained a concussion in theater. Efforts are underway to increase use of the 
National Intrepid Center of Excellence (NICoE) across DOD, and development of 
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NICoE satellite sites, to provide state-of-the-art evaluation and treatment for pa- 
tients who do not improve with routine clinical care. 

Secretary Ginsberg and General Jones. Of the total TBI cases from 2000 to 2011, 
81.8 percent were mild, defined by the duration of alteration of consciousness, loss 
of consciousness, or post-traumatic amnesia at the time of injury. As reported in the 
civilian TBI literature, 85-90 percent of those who sustain mild TBI recover fully 
within 3 months, or often sooner. Early identification, education, rest, and symptom 
management facilitate recovery. Those who sustain recurrent concussions, and/or 
have co-morbid conditions such as PTSD may take longer to recover. 

As outlined in the 2009 Department of Veterans Affairs/Department of Defense 
Clinical Practice Guideline (CPG) for Management of concussion/mild TBI, most of 
the initial management of mild TBI can be accomplished by primary care in the pa- 
tient-centered medical home, with referral to specialty services when needed. In ad- 
dition to the CPGs, providers also have tools produced by the Defense Centers of 
Excellence for Psychological Health and TBI, such as the Pocket Guide for Manage- 
ment of TBI and the Co-Occurring Disorders Toolkit. The Air Force has one stand- 
alone multidisciplinary TBI clinic at Joint Base Elmendorf-Richardson. This TBI 
clinic stood up in 2008 and was started to support the local Army units who account 
for over 90 percent of the patients treated. Additional efforts to standardize mild 
TBI care are in place for higher risk units in the Air Force, such as explosive ord- 
nance disposal. One example is a provider-to-provider video teleconsult pilot project 
that brings together primary care providers with a TBI team of experts using video 
teleconference capability to allow exchange of knowledge and de-identified case dis- 
cussion. 

A theater system of TBI care has evolved since the release of Directive Type 
Memorandum (DTM) 09-033: “Management of Concussion of mild TBI in the De- 
ployed Setting.” Leadership’s responsibility to identify and report servicemembers 
involved in mandatory events (within 50M of blast, direct blow to head, and motor 
vehicle crash) ensures early identification of TBI. Medics and providers standardize 
care by using clinical algorithms for evaluation and management of mild TBI, in- 
cluding mandatory rest periods. Located throughout Afghanistan, 11 concussions 
care centers, which are overseen by the theater neurology consultant, allow 
servicemembers sufficient time to rest and recover, resulting in an over 95 percent 
return to duty rate. Clinical history and examination, together with post-injury 
neurocognitve testing in theater, aids in return to duty decisionmaking. 

19. Senator Ayotte. Secretary Lamont, Secretary Garcia, Secretary Ginsberg, 
General Bostick, Admiral Van Buskirk, General Milstead, and General Jones, do 
you have all of the resources and authorities you need to care for our service- 
members with TBI? 

Secretary Lamont and General Bostick. While resources are adequate for current 
efforts, continued congressional support of the Army’s TBI clinical and research ef- 
forts will ensure improved screening and delivery of care. 

Secretary Garcia, Admiral Van Buskirk, and General Milstead. Caring for sail- 
ors and marines who have sustained a TBI remains a top priority. While we are 
making progress, we recognize that there is much work ahead of us to determine 
the acute and long-term impacts of TBI on our servicemembers. Our strategy must 
be both collaborative and inclusive, by actively partnering with the other Services, 
our Centers of Excellence, the VA, and leading academic medical and research cen- 
ters, to make the best care available to warriors afflicted with TBI. 

We are grateful to you and your colleagues for your outstanding support of our 
efforts in improving the care of our sailors and marines and their families. We be- 
lieve we have both the resources and authorities required for the diagnosis, treat- 
ment, and recovery of our servicemembers who have sustained a TBI. While we are 
resourced well, we should continue our vigilance in the area of TBI policies that 
support tracking and surveillance efforts. We need to ensure sailors and marines re- 
ceive the optimal care at all points in the continuum from point of injury to re- 
integration. 

Secretary Ginsberg and General Jones. At this time, the Air Force has sufficient 
resources and authority to provide care for airmen who sustain TBI. In addition to 
the steps taken to identify and care for airmen with TBI, the Air Force has support 
from our sister Services, the Defense Centers of Excellence for Psychological Health 
and TBI, the Defense and Veterans Brain Injury Center, and the NICoE. 


[The prepared statement of the Reserve Officers Association fol- 
lows:] 
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The Reserve Officers Association of the United States (ROA) is a professional association of 
commissioned and warrant officers of our nation's seven uniformed services, and their spouses. ROA 
was founded in 1922 during the drawdown years following the end of World War I. It was formed as a 
permanent institution dedicated to National Defense, with a goal to teach America about the dangers 
of unpreparedness. When chartered by Congress in 1950, the act established the objective of ROA to: 
"... support and promote the development and execution of a military policy for the United States that 
will provide adequate National Security.” The mission of ROA is to advocate strong Reserve 
Components and national security, and to support Reserve officers in their military and civilian lives. 

The Association’s 58,000 members include Reserve and Guard Soldiers, Sailors, Marines, Airmen, 
and Coast Guardsmen, who frequently serve on Active Duty to meet critical needs of the uniformed 
services and their families. ROA’s membership also includes officers from the U.S. Public Health 
Service and the National Oceanic and Atmospheric Administration, who often are first responders 
during national disasters and help prepare for homeland security. ROA is represented in each state 
with 54 departments plus departments in Latin America, the District of Columbia, Europe, the Far 
East, and Puerto Rico. Each department has several chapters throughout the state. ROA has more than 
450 chapters worldwide. 

ROA is a member of The Military Coalition, where it co-chairs the Guard and Reserve Committee. 
ROA is also a member of the National Military/Veterans Alliance. Overall, ROA works with 75 
military, veterans, and family support organizations. 


President: 

Colonel Walker M. Williams 111, USAF (Ret.) 202-646-7706 

Staff Contacts: 


Executive Director: 

Major General Andrew B. Davis, USMC (Ret.) 
Legislative Director, Health Care: 

CAPT Marshall Hanson, USNR (Ret.) 

Air Force Director, 

To be filled 

Army and Strategic Defense Education Director: 

Mr. “Bob” Feidler 

USNR, USMCR, USCGR, Retirement: 

CAPT Marshall Hanson, USNR (Ret.) 


202-646-7705 

202-646-7713 

202-646-7758 

202-646-7717 

202-646-7713 


The Reserve Enlisted Association (REA) is an advocate for the enlisted men and women of the United 
States Military Reserve Components in support of National Security and Homeland Defense, with 
emphasis on the readiness, training, and quality -of- life issues affecting their welfare and that of their 
families and survivors. REA is the only Joint Reserve association representing enlisted reservists - all 
ranks from all five branches of the military. 


Executive Director 

CMSgt Lani Burnett, USAF (Ret.) 202-646-7715 

DISCLOSURE OF FEDERAL GRANTS OR CONTRACTS 

The Reserve Officers Association and Reserve Enlisted Association are member-supported 
organizations. Neither ROA nor REA have received grants, sub-grants, contracts, or subcontracts from 
the federal government in the past three years. All other activities and services of the associations are 
accomplished free of any direct federal funding. 
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INTRODUCTION 


On behalf of our members, the Reserve Officers Association and the Reserve Enlisted Associatbn thank 
the committee for the opportunity to submit testimony on personnel issues affecting serving members, 
retirees, their families, and survivors. 

The Title 10 Reserve and National Guard are no longer just a part-time strategic force but are an integral 
contributor to our nation’s operational ability to defend itself, assist other countries in maintaining global 
peaS aTd fight against overseas threats. They are an integrated part of the Total Force, yet remain a 
Lrge capabifity as well. At a time that the Pentagon and Congress are examining our nation ^ 
woL be incomect to discount the Reserve Components’ abilities and cost efficiencies. Instead, these 
part-time warriors provide a cost savings solution and an area to retain competencies for missions not 
directly embodied in the administration’s new strategic policy. Sustaining U.S Global Leadership. 
Priorities for a list Century Defense. ” 

ROA and REA are concerned that as the Pentagon strives to achieve the administration’s goals for this 
new strategic policy it is not seriously considering the available assets and cost efficiencies of the 
Reserve cLponent, and that it views the Reserve and National Guard as a bil payer instead. Confess, 
starting with tL leadership of this subcommittee, should insrst on a methodical analysis of suggested 
re^ctfons in missions and bases before authorizing such changes. Haste creates mistakes. 

Each association would like to thank Congress and this committee for amending Tit>« > 0 
1209 of section 12304a that allows Title 10 Reservists to provide assistance during a time of major 
ifsastS “rgency, and for amending Section 5 1 5 of Chapter 1209 that now authonzes service 
secretaries to acfivate Guard and Reserve members at times other than war or emergencies to augm 
Active component. These two provisions should help prevent f 

back into Armories and Reserve Centers as just a strategic asset. ROA and REA hope that the 
administration makes use of these new authorities by providing necessary funding. 


PROVIDE AND EXECUTE AN ADEQUATE NATIONAL SECURITY 


The Reserve Officers Association is chartered by Congress “to support and promote the development and 
execution of a military policy for the United States that will provide adequate national security. 

Requested Action 

. Hold Congressional hearings on the new policy of “Sustaining U.S. Glohal Leadership; 

Priorities for the 21" Century Defense.’’ 

. Seek exemption or delay in Defense Sequestration budget cuts. 

. Study the impact of manpower cuts to Army and Marine Corps on Nahonal Security. 

. Avoid parity cute of both Active aud Reserve Components without analyzing rebalance. 

. Maintain a robust and versatile all-volunteer armed forces that can accomplish its mission 
to defend the homeland and U.S. interests overseas. 

The Defense Budget, including current war expenses, is close to 5 percent of the Gross Domestic Product, 
vet as a percentage of the overall Federal budget it continues to decline. With defense expenses 
represenLg less than 20 percent of the federal budget, it seems inappropriate to take half of the budget 
reduction from National Security. 


RESERVE STRENGTH. 
RESERVE LIFE. 
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ROA and REA question the current spending priorities that place more important on the 
immediate future, rather than first doing a short and long term threat analysis. The result of such a 
budget-centric policy could again lead to a hollow force whose readiness and effectiveness is degraded. 

The administration proposes cutting 100.000 troops. End strength cuts need to be made cautiously. The 
deployment of troops to Iraq and Afghanistan proved that the pre-9/1 1 end strengths left the Army and 
US Marine Corps undermanned, which stressed the force. 

ROA and REA share concerns about reductions in the Department of Defense, while budgets for 
other federal agencies increase. An example of this is the $13.4 billion budget increase for the 
Department of Veteran Affairs. Of this. $10.6 billion is an increase in mandatory funding. When ROA 
asked the VA’s Chief Financial Officer, Todd Grams, what offset is being made to allow this increase, his 
response was that no offset was needed as all but $1 billion were for existing programs. 

While some VA increase is obviously needed with the ever increasing number of service-connected 
wttrans who are disabled, injured, or ill, every agency should be fiscally responsible to help balance the 
budget and reduce the ever growing deficit. 

Serving members, retirees, families, and survivors are in effect being taxed by defense reductmns to ^ 
the dolir offsets for other departments. Not only is this unfair, but by making cuts to national security, 
puts future warriors at a greater risk. 


i BASE CLOSURE OR DEFENSE REALIGNMENT? 


The President’s Budget recommends two more rounds of base closures. ROA and REA don’t support 
such a BRAC recommendation. 

n BRAC savings are faux savings as these savings are outside the accounting cycle; with a lot of 
IddftaS dollar expenses front iLded into the defense budget for infrastructure improvements to support 

irToTmtch basTrlduction eliminates facilities needed to support surge capability. Some surplus is 
good. 

Instead ROA and REA recommend that Congress consider an independent Defense Realignment 
Commission that would examine the aggregate national security structure. It could examine. 

1) Emerging Threats. 

2) Foreign defense treaties and alliance obligations. 

3) Overseas and forward deployment requirements. 

4') Foreign Defense Aid. . vTr'n’c 

5 Defense paitnerships with the State Department and other agencies, as well as NGO s. 

6) Requisite missions and elimination of duplicity between the Services. 

7) Current and Future weapon procurement and development. 

8) Critical Industrial base. 

9) Surge capability and contingency repository. 

10) Best utilization and force structure of Active and Reserve Components. 

1 1) Regional or centralized training, and dual purpose equipment availability. 

12) Compensation, recruiting and retention; trends and solutions. 

In a time of war and force rebalancing, it is wrong to make cuts to the end strength of the Reseiwe 
Components. We need to pause to permit force planning and strategy to take precedence over b g 
reductions. 


RESERVE STRENGTH. 
RESERVE LIFE. 
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MILITARY RETIREMENT MODERNIZATION i 

Another recommendation in the President’s budget is a commission to review deferred compensation. As 
structured, ROA and REA do not support this proposal either, but if considered: 

1) This should not be a BRAC-like commission. Congress should not give up its authority. 

2) In one section of the President’s Budget, it suggests that the President will appoint all of the members 
on the commission. Congress should share in appointments. 

3) While alternatives to current military retirement should be explored, ROA and REA don’t support a 
two tiered system where two generations of warriors have different benefit packages. 

3.1) An incentivized retirement option could be offered, rather than making any new mandatory system. 

4) Should a task force be appointed, ROA and REA recommend that individuals with experience in 
Reserve Component compensation be among those appointed, as the administration has suggested that 
both regular and non-regular (reserve) retirement should be the same. 


RESERVE STRENGTH 


“The challenges DoD has to face are not going to be handled by circling the wagons here at home,” 
Dennis McCarthy, then-Assistant Secretary of Defense for Reserve Affairs told ROA at its national 
meeting in 2011. “We’re going to continue to need a force that can deploy worldwide ... for the full 
spectrum of missions.” 

“With roughly 1 .4 [million] active-duty service members, 1 .2 million reserve-component members and 
likely future missions worldwide,” McCarthy added, “the military will need to continue to rely on reserve 
strength.” 

The Reserve forces are no longer a part-time strategic force but are an integral contributor to our nation’s 
operational ability to defend our soil, assist other countries in maintaining global peace, and fight in 
overseas contingency operations. 

Yet, as discussions occur in both Congress and the Pentagon on how to reduce the budget and the deficit, 
the peril of lowering defense spending is that the Reserve Components will become a bill payer. The Air 
Force and the Navy are already making drastic cuts to their Reserve Components. 

A further risk exists where Defense planners may be tempted to put the National Guard and Title 10 
Reserve on the shelf, by providing them “hand me down” outmoded equipment and by underfunding 
training. In the 2005 BRAC, Reserve and National Guard facilities were closed, reducing the risk of 
closure to active duty facilities. 

Rather than be limited by historical thinking, and parochial protections, creative approaches should be 
explored. The Reserve Component needs to continue in an operational capacity because of cost 
efficiency and added value. The cost of the Reserve and National Guard should not be confused with 
their value, as their value to national defense is incalculable. 

The Reserve Components remain a cost-efficient and valned force. It is just a small percentage of the 
total services budget; 

Army Reserve — 7 percent of the Army budget; 1 8 percent of the force 
Army National Guard - 14 percent of the Army budget; 32 percent of the force 
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Marine Forces Reserve - 6 percent of the USMC budget; 16.5 percent of the force 

Navy Reserve -7 percent of the USN budget; 17 percent of the force 

Air Force Reserve - 4 percent of the AF budget, 14 percent of the force, and 20 percent of the capability 
Air National Guard - 6 percent of the AF Budget and 21 percent of the force. 

“Differences in the cost of the active and reserve components 

Jennifer Buck, former Director, Programs and Budgets, Reserve Affairs at . 

Defense “First the guard and reserve have lower ope-atmg and training tempo. Second, they rece 
S“me p^ Sd beLfits, [and only accrue personal leave when mobilized.] Third, the guard and reserve 
incur smaller infrastructure costs— such as, for example, m family housing. 

Admittedly a member of the reserve who is engaged in operational missions will cost more than one who 
is used strategically, but even in an operational mode, the tempo for a reservist wtll be less frequent 
bringing down the Lsts. With a dwell time of four years at home and one year activated, that reflects 
cost of about 23 percent when compared to a full time active duty member. 

Tf it assumed that members of the Reserve components mobilize four times during the course 
of a crer anTm”mbers of the active component are sent to an operational conflict seven times during 
Ste corse oTa career a career cost per deployment can be calculated, In J^e ofthe Reser.es 
Chapter 10 Jennifer Buck determined that based on differences in pay and follow-on retirement, an 
STve teler “costs” the government almost S2.4 million over a f f 

members cost about $790,000. In terms of “usage,’ it can be calculated at $336,000 per deploym 
“opportunity” for the active member and $198,000 for a member of the reserves. 

value, on the other hand, is more intangible to calculate. The ^ 

for a surge capability as an insurance policy against worse-case scenario s. j 

members give^he amed forces access to civilian skills that would prove too expensive for the 
services to train and maintain. With less than one percent of the U.S, population serving in uni , 
Reserve Component also provides a critical link to American communities. 

The Reserve and National Guard should also be viewed as a repository for missions and equipment 
ffiat aren’t addressed in the administration’s new Strategic Policy. They can sustain special 
capabilities not normally needed in peacetime. 

Part of the President's budget includes planned end-strength reductions for both *e Army and Marine 
Corps by 80 000 and 20,000, respectively. It should be remembered that individuals cannot be brought 
guTkW on to active duty on ; temporary basis, as it is an accumulation of experience and training that is 
IquirL over years that^becomes an asset for the military. The Reserve is also a repository for these 
skills. 

A strong Reserve is needed tor a strong national defense. For the l^rst 73 years, America hasnH gone 
to war without its Reserves. According to the Congressional Research Service, ° 

members were involuntarily ordered to active duty for military operations 10 times since World War . 

. Korean War (1950-1953) Sy.*” 

• Berlin Crisis (1961-62) sa’oaa 

• Cuban Missile Crisis ( 1 962) » ^ 

• Vietnam War (1968-1969) 

. Persian Gulf War (1990-91) 238,72^ 

. Haiti (1994-1996) 

• Bosnian peacekeeping mission (1995-2000) 19,324 
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• Iraqi [Operation Northern Watch]conflict (1998-2000) 2,038 

• Kosovo conflict, peacekeeping mission (1999-2000) 

o Iraq and Afghanistan (2001-present) over 843,000 activations 

Component members in theater. 

The Reserve Component also contributed to ending the Cold War, because Soviet war planners had to 
accoL for the U.S. Reserve strength as well as its Active Duty numbers. The added military costs 
prepare for all contingencies against the U.S. proved overwhelming to Soviet war planners. 

To maintain a strong, relevant, and responsive Reserve Force, the nation must commit the ^ 
resources necessary to do so. Reserve strength is predicated on assuring the necessary resources 
funding for personal and training, equipment reconstitution, and horizontal balance 

the RC coupled with defining roles and missions to achieve a strategic/operational Reserve balance. 

National Guard and Reserve Equipment Allowance (NGREA) 

The Reserve and National Guard are faced with ongoing challenges on how to replace worn out 
Iquipmereq“ipment lost due to combat operations and legacy " "th^R se“ 

oLolete The National Guard and Reserve Equipment Allowance provide critical tonds to the Reserve 
Chiefs and National Guard Directors to improve readiness throughout procurement of n 
modernized equipment. Continued receipt of NGREA and congressionally added funding will allow the 
Lsei^e Components (RC) to continue to close the Active^eserve Component modernization and 
interoperability gap. 


I Air Force - An Example of a Rush to Make Cuts 

Guard members. 

There is only a 3 5 percent savings when a Reserve Component officer or enl^ed is cut when compared to 
the cost of keeping an individual on active duty. Certain missions can be performed by either the 
National Guard or^he Reserve for much less than maintaining a fully staffed active duty unit. 

V • p r hipf of Staff General Norton A. Schwartz has said that the Air Force is going to get smaller, 

toe Ah "p?an the majority of the end strengths cuts will come from the Reserve Components. 

The Air Force announced at toe beginning of March that FY 13 manpower cuts would bet 
3,900 Active Air Force 
5,100 Air National Guard 
onn Air Force Reserve* 


RESERVE 

RESERVE 
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It should be also noted that the Air Foree ended fiseal year 201 1 about 1,200 Aimren over active duty end 
strength. The net reduction would be 2,700 from authorized active duty end strength. The Reserve 
Component is be reduced by 2.2 times that of the active force. 

• Even though the AF announced that the Air Force Reserve will be reduced by 900 personnel in FY- 
2013 over 3000 jobs will be realigned. There will be a risk of further reductions at some 
shown on the chart attached to this testimony. There are 2,093 Reserve and 734 full time staff (FTS) 
reductions shown in Air Force announcements at six Air Force Reserve flying locations. These include. 

-563 Lackland, Texas (-385 reserve/-178 FTS in C-5s) 

-580 Barksdale, La. (-409/-171 closing AFR A-10 unit) 

-53 Homestead, Fla. (-40/-13 reducing F-16s) 

-1448 Pittsburgh, Penn. (-1 122/-326 closing Wing and Base) 

-53 Fort Worth, Texas (-40/-13 from the NAF) 

-130 Youngstown, Ohio (-97/-33 reducing C-130s). 

Then in FY 14 and out, the plan to close the entire C-130 wing at Maxwell the entire C-130 
wing/base at Minneapolis-St Paul, Minn.; a C-130 flying squadron at Keesler, Miss., and the C-130 
wing/base at Niagara, N.Y . 

While some billets may not be lost, but simply transferred to 

bv these changes Some Air Force reservists will have to move or travel to new j obs. Career choices w 
be aggravated by a poor economy and civilian Job availability, and will push attrition rates higher. In 
thesfproposed reductions, the Air Force does not seem to understand the importance of 
population/reserve demographics to cost-effective reserve unit locations. 

Some question the basis of the Air Force analysis. For exarnple the 

Air Reserve Station for closure, claiming that the ARS is below the BRAC threshold of 300 full time 
civilian iobs enabling them to close the ARS unilaterally. Locals disagree, demonstrating that 3 1 7 DoD 
personnel are employed at Pittsburgh. Rebuttal position papers suggest that the Atr Force is 
Lsinterpreting TMe 10 USC, “disregarding” DoD publications, and OPM definitions. This paper further 
suggestTthat the Air Force disregards infrastructure savings by having an Air Reserve Station at a shared 
civilian facility such as Pittsburgh International Airport. 

The Council of Governors also question the Air Force’s proposal, suggesting that the new budget “shift 
le Acfive Dut^eserve Complent mix back to the Cold War ration of the early ^90’s when reserve 
compornts were str^ rate than combat-tested operational reserve forces.” The report also 
highlights a shift of a 4 percent of combat aircraft and 3 percent of mobility aircraft into the active fo . 
This aLally raises the operational expense. The Council of Governors recommending returning the 
AC/RC mix to near the Fiscal Year 2012 ratio. 

The Council of Governors report includes offsets and recommendations for end strength cuts, but the 
repoStional Guard cenfric, again highlighting that it would be ill-advised to "" 
comprehensive review of the Active, Reserve and National Guard missions and assets for true budg 

savings. 

This risk is parochial infighting as active and reserve components “lobby” for dwindling finanmal 
resources ft didn't help when Air Force Chief of Staff Gen. Norton Schwartz General said, Tfte active 
component has been cut to the point at which capacity cannot be reduced further without h^M effects 
to. . .readiness, increased capacity and the ability to surge and rotate at a sustainable tempo, while 
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speaking at the Air Force Association’s annual air warfare symposium, seeming to justify cuts to the Air 
National Guard and drilling Air Force Reserve. 

There needs to be a referee to keep the armed forces focused on emerging threats rather than squabbling 
amongst ourselves. ROA and REA are confident that Congress will remind the Pentagon what is 
important. 


RESERVE LIFE 


Reserve and Guard members have provided unprecedented service and sacrifice for the past decade. 
Congress should make a commitment to them to provide lifelong support for them through career growth, 
civilian employment, seamless health care, family support and deferred compensation that has been 
promised to them upon retirement. This will be an incentive to continue to serve. 

Continuum of Service 

A continuum of service influences the way the nation uses individual service members and the way it 
employs its Active and Reserve forces. It enables an effective use of our most important national security 
asset: the men and women who are willing to serve in the armed forces. It allows them and their families 
to continue to serve throughout predictable life-status changes, and leverages their skills throughout a 
career that is unencumbered with unnecessary barriers. 

By consolidating Active and Reserve personnel procedures and policies, and permitting seamless 
transition between the Active and Reserve components, individuals can gain better control of their own 
careers, while the services maximize the efficiency of force structure. A continuum would allow for a 
flexibility and optimization of the Total Force by allowing special skills and functions to be activated as 
needed and returned to the Reserve Component when not 

Continuum of service is a human capital strategy that views active (full-time) and reserve (part-time) 
military service not as two elements of valuable service but as a continuation of service where a qualified 
individual can serve in different capacities and durations during his or her career. A continuum of service 
strategy recognizes the tremendous cost of accessing and training each service member and seeks to avoid 
unnecessary replication of such costs by accessing those skills rather than replacing them. 

Taken to its full potential, a continuum of service would require a re-examination of how service is 
credited and compensated, but would also allow for a more efficient management of our forces in a 
resource constrained environment. 

Reserve Life Issues supported by the Reserve Officers and Reserve Enlisted Associations include: 

Changes to retention policies '. 

• Permit service beyond current mandatory retirement limitations. 

• Retain serving members for skill sets, even when passed over for promotion. 

• Support incentives for affiliation, reenlistment, retention and continuation in the Reserve 
Component. 

• Advocate against cuts in Reserve Component; support Reserve commissioning programs 

• Reauthorize yellow ribbon program to support demobilized Guard and Reserve members. 


S a RESERVE STRENGTH, 
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"’'^r^'lSlurfReserve Component member for expenses incurred in 

travel in excess of 50 miles to an inactive training location, including mileage traveled, lodg g 

. EUmTnafri/30*^ rule for Aviation Career Incentive Pay, Career Enlisted Flyers Incentive Pay, 
and Diving Special Duty Pay. 

. Simplify the Reserve duty order system without compromising drill compensation, 

^‘^“r*’°i^clude Title 14 Coast Guard Reserve duty in eligibility for the Post 9/1 IGl Bill 

. Exempt earned benefit from G1 Bill from being considered income m need based aid calculat 
• Increase MGIB-Selected Reserve (MGIB-SR) to 47 percent of MGIB-Active. 

. Include 4-year reenlistment contracts to qualify for MGIB-SR. 


Expa^Lligibility of surviving spouses to receive Survivor Benefit Plan (SBP)-Dependency 

Indemnity Clause (DIC) payments with no offset. _ a r.„rd and Reserve for a 

. Provide family leave for spouses and family care-givers of mobilized Guard and Reserve 
period of time prior to or following the deployment of the military member. 

Deferred Benefits and Retirement: ^ i n poni 

. Extend current early retirement legislation retroactively to Sept. 11,2001. 

. Change US Code to eliminate the Fiscal Year barrier toward frill credit toward early retirement. 

. Promote improved legislation on reducing the Reserve Component retirement age. 

. Lrmit mobflized retimes to earn additional retirement points with less than two years of active 

service and codify retirement credit for serving members over age 60 

. Modify’ US Code that requires repayment of separation bonuses if an individual receives a 
Uniformed Service retirement annuity. 

. Continue to nrotect and sustain existing retirement benefits for currently retired. 


Ensure that every deployed service member has an opportunity to vote by; 
o Working with the Federal Voting Assistance Program, 
o Supporting electronic voting. 

• Ensure that every military absentee ballot is counted. 


I Joint Military Professional Education - a need to expa^. 


A J Xonoh of Toint Oualified Officers (JQO) is essential to military planning and operations in today s 

iissssSe 

.oh more challenging for members of the Reserve Components (RC) to achieve. 
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The primary reason is that opportunities for members of the RC to attain ffME Phase II credit or attend 
Senior-Level Education in residence are more limited than for the Active Component (AC), Members of 
the RC typically complete Senior-Level Service School through their respective services distance 

education program. 

However, graduates of the Distance Education Programs (DEP) do not receive the JPhffi Phase II credit 
required to achieve the coveted JQO Level III status. So, in addition to completing a 12 » 24 m™* 

DEP, RC members aspiring to achieve JQO status must coinplete the .Advanced Joint Professiona 
Military Education (AJPME), a 10-month blended course, through Joint Forces Cdlege. Altogeth 
this can potentially add up to 34 months of education to achieve what most members of the AC do m 0 
Zn^rt hi-residence pregrams-despite the fact that nearly the same curricula standards app V to bo h 
the DEP and the resident education program (REP). To both provide equal access to achieve Level III 
status and to better position the RC to continue to function as an Operational Force, barriers 
educational achievement must be creatively addressed while not lowering standards. 

Solution - Amend Title 10 USC and adjust policy to provide that nonresident graduates of accredited 
"evefs'Zce school programs receive the same JPME credit as resident gmduates. It is ^ceptable 
to also require that a certain amount of the non-resident curricula also deal with joint issues. Fertter h 
laws should be amended that provide that graduates of the Joint Forces Staff College (JFSC) Advanced 
JPME course receive Phase II credit. 

Permit flexibility in the student and faculty ratios now required by Title 10 USC to permit the nonresident 
nroerams to adZt and validate other ratios that would still yield a proper joint education, ne waiving 
rfZTurinmZsZould be solely within the control of the Secretary of Defense although his discretion 
shmid be limited to permitting a maximum ratio of 80% faculty and students coming from the host 
institution to ensure cross-culturalization. 

ROA has suggested language to amend Title 1 0 USC, and will work with the committee to make these 
improvements. 

I CONCLUSION 

ROA and REA reiterate our profound gratitude for the bipartisan success achieved 

improving parity on pay, compensation and benefits between the Active and Reserve Components. 

challenges teing faced with proposed budget cuts are going to make this committee s job that m 

harder. 

ROA and REA look forward to working with the personnel sub-committee where we can present 
solutions to these challenges and other Issues, and offers our support m anyway. 


RESERVE STRENGTH. 
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[Whereupon, at 2:20 p.m., the subcommittee adjourned.] 




DEPARTMENT OF DEFENSE AUTHORIZATION 
FOR APPROPRIATIONS FOR FISCAL YEAR 
2013 AND THE FUTURE YEARS DEFENSE 
PROGRAM 


THURSDAY, JUNE 21, 2012 

U.S. Senate, 

Subcommittee on Personnel, 
Committee on Armed Services, 

Washington, DC. 

DEPARTMENT OF DEFENSE PROGRAMS AND POLICIES 
TO SUPPORT MILITARY FAMILIES WITH SPECIAL NEEDS 

The subcommittee met, pursuant to notice, at 2:35 p.m. in room 
SD-106, Dirksen Senate Office Building, Senator Jim Webb (chair- 
man of the subcommittee) presiding. 

Committee members present: Senators Webb, Begich, Gillibrand, 
and Blumenthal. 

Committee staff member present: Leah C. Brewer, nominations 
and hearings clerk. 

Majority staff members present: Jonathan D. Clark, counsel; 
Gabriella E. Fahrer, counsel; and Gerald J. Feeling, counsel. 

Minority staff member present: Diana G. Tabler, professional 
staff member. 

Staff assistants present: Jennifer R. Knowles and Brian F. 
Sebold. 

Committee members’ assistants present: Brian Burton, assistant 
to Senator Lieberman; Lindsay Kavanaugh, assistant to Senator 
Begich; Elana Broitman, assistant to Senator Gillibrand; Ethan 
Saxon, assistant to Senator Blumenthal; and Lenwood Landrum, 
assistant to Senator Sessions. 

OPENING STATEMENT OF SENATOR JIM WEBB, CHAIRMAN 

Senator Webb. The subcommittee will come to order. The sub- 
committee meets today to receive testimony on the Department of 
Defense (DOD) programs and policies to support military families 
with special needs in review of the National Defense Authorization 
Act (NDAA) for Fiscal Year 2013 and the Future Years Defense 
Program. 

At the outset, let me say a few things. First, I know that this 
is a hearing that was supposed to have been held yesterday. Some 
of you have been required to stay over a day in order to testify. I 
want you to know I appreciate that, and I think everybody here is 
aware of what we have been doing on the Senate floor for the past 
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3 days. We had the Farm Bill up and we entertained more than 
70 amendments in 3 days. 

Having spent 4 years as a committee counsel on the House side, 
I can tell you it is a lot different on the Senate side in terms of 
how we address amendments because each of these amendments is 
debated. There is a time for a vote, and each senator has to person- 
ally present themselves when they vote. It is a very timeconsuming 
process, and I think there is actually a pretty good bipartisan feel- 
ing right now that we were able to get through such a complex 
piece of legislation, nearly a $1 trillion piece of legislation during 
that time period. 

But I do apologize for not having been able to have held this 
hearing yesterday. We thought about trying it, but quite frankly, 
we would have been in and out of here constantly, and I do not 
think it would have been the best use of the time of the people who 
have come here to testify. 

I would also like to acknowledge Senator Gillibrand, who is, I 
have heard, on her way, for having expressed an interest in a cou- 
ple of these issues, which resulted in Senator Levin and Senator 
McCain suggesting that we hold a hearing on these issues. So this 
is what we are doing. This was during the recent markup of the 
Defense Authorization bill. She requested that some specific special 
needs programs be examined in an open subcommittee hearing. We 
are doing that today and very pleased to be doing that today. 

We are fortunate to have with us today a diverse panel. Our wit- 
nesses are Dr. Karen S. Guice, Principal Deputy Assistant Sec- 
retary of Defense for Health Affairs, and Principal Deputy Director 
of TRICARE Management Activity; Dr. Rebecca L. Posante, Deputy 
Director of DOD’s Office of Community Support for Military Fami- 
lies with Special Needs; Dr. Vera F. Tait, Associate Executive Di- 
rector, and Director of the Department of Community and Specialty 
Pediatrics of the American Academy of Pediatrics; Mr. Jeremy L. 
Hilton, a military spouse, a veteran, and a military family advo- 
cate, as well as the 2012 Armed Forces Insurance Military Spouse 
of the Year as voted by his fellow military peers in Military Spouse 
Magazine; Dr. Geraldine Dawson, Chief Science Officer of Autism 
Speaks, and Professor of Psychiatry at the University of North 
Carolina at Chapel Hill; and Mr. John O’Brien, Director of 
Healthcare and Insurance for the U.S. Office of Personnel Manage- 
ment (0PM). 

This panel represents a variety of interests and viewpoints: the 
Federal Government, clinicians, the military family community, 
non-profit organizations, and academia. We look forward to hearing 
from each of you today. 

I have said in many previous hearings that ensuring that our 
uniformed personnel and their families receive first-rate healthcare 
is one of the critical elements in what I view as the military’s 
moral contract with those who volunteer to serve our Nation. I say 
that as someone who grew up in the military, who had the honor 
of serving as a marine rifle platoon and company commander dur- 
ing Vietnam, whose son served as a marine infantryman in Iraq, 
whose brother served, and both my sisters married military profes- 
sionals. I care deeply about this, as I am sure everybody on this 
panel does also. 
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Families play a significant role in maintaining our volunteer 
force, and this is true now more than ever. Our servicemembers 
must know that their families are receiving timely and professional 
medical care, especially when they are so frequently deployed. This 
can be even more imperative in cases where military family mem- 
bers have special needs. 

We are mindful that the term “special needs” is very broad. For 
some families, “special needs” may mean obtaining necessary care 
and treatment for complex medical issues. For others, it means 
gaining access to resources necessary to accomplish goals set out in 
a child’s individual education program at school. For many, it can 
mean a combination of medical treatment, educational services, 
and systems of support for caregivers. 

Given the unique challenges inherent to military life, including 
frequent relocations to new homes and schools, and having a new 
team of medical providers with each permanent change of station 
(PCS), not to mention deployments, it is no wonder that DOD felt 
it necessary to establish the Exceptional Family Member Program 
(EFMP). This program provides support to our military families 
with special medical and educational needs through identification 
and enrollment, assignment coordination, and family support. Cur- 
rently, more than 120,000 servicemembers are enrolled in this pro- 
gram. 

Beyond support through EFMP, DOD reports that in fiscal year 
2011, more than 10,000 beneficiaries were enrolled in the Extended 
Care Health Option (ECHO) program, which supplements basic 
TRICARE coverage. This program provides eligible Active Duty 
families with up to $36,000 a year to help cover the costs of serv- 
ices and supplies necessary for qualifying medical and physical con- 
ditions. 

Data for the ECHO program provides us with a sense of the 
scope of conditions that some military families face today. For ex- 
ample, DOD tells us that more than 6,000 dependents have been 
diagnosed with autism. More than 1,000 have infantile cerebral 
palsy. Another 2,700 have disorders including epilepsy, hearing 
loss, digestive disorders, spina bifida, or muscular dystrophy. These 
are just the major categories of medical conditions military families 
with special needs must address. 

Today, we aim to increase our awareness of the challenges facing 
our military special needs families. Some examples: we recently 
heard of the need for better outreach to military families with spe- 
cial needs, some of whom may be unaware of resources that are 
available to them, continued effort to provide more uniform support 
through EFMP from installation to installation, and assisting our 
servicemembers and their families to navigate the various medical 
and educational services available from State to State. 

We have also been informed that 0PM recently determined that 
applied behavior analysis (ABA) therapy for autism spectrum dis- 
orders is considered medical therapy for purposes of offering it to 
beneficiaries under the Federal Employees Health Benefits (FEHB) 
program. DOD has been offering ABA therapy for several years, 
but not under its basic TRICARE program as it has determined 
that ABA is an educational intervention and not a medical therapy. 
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We are interested in hearing the thoughts of today’s witnesses 
about this distinction. 

We appreciate the breadth of knowledge the panel before us 
today possesses. I hope that our witnesses can help us to identify 
the key issues and concerns facing military families with special 
needs, the steps DOD has taken to address those concerns, and 
where DOD and Congress can do a better job. 

We look forward to your testimony. I encourage all of you to ex- 
press your views candidly, to tell us what is working and what is 
not, and to raise any concerns and issues you may want to bring 
to this subcommittee’s attention. 

I would also point out at this time that we have received written 
statements from the National Military Family Association and the 
National Council on Disability. These statements will be included 
in the record at the end of the testimony of the witnesses that we 
have today. 

[See Annexes A and B] 

Senator Webb. We will now hear brief opening statements from 
each of our witnesses. I would like to say to each of our witnesses 
that your full prepared statements will be entered into the record 
in their entirety at the end of your opening statements. I would ask 
that you look to keeping your opening statements to about 5 min- 
utes. 

We have six witnesses, so that is going to take us probably a lit- 
tle more than a half hour to do that. 

Please proceed. Dr. Guice, welcome. 

STATEMENT OF DR. KAREN S. GUICE, PRINCIPAL DEPUTY AS- 
SISTANT SECRETARY OF DEFENSE FOR HEALTH AFFAIRS 

AND PRINCIPAL DEPUTY DIRECTOR, TRICARE MANAGE- 
MENT ACTIVITY 

Dr. Guice. Mr. Chairman, members of the subcommittee, as you 
can tell, I have laryngitis. I would like to beg your indulgence in 
letting me talk a little over the 5 minutes, if I have to. 

Thank you for the invitation to discuss the military health sys- 
tem — 

Senator Webb. Very convenient. Dr. Guice, that you would have 
laryngitis when we have called you to this hearing. [Laughter.] 

You are getting a lot of empathy right now, so if you want to 
make your statement briefer, that is fine. We can do it any way 
possible to accommodate you. 

Dr. Guice. Thank you. Military service brings unique challenges 
to anyone who wears the uniform. Those servicemembers who have 
special needs children have additional challenges. 

DOD is proud of the programs and services we offer to these fam- 
ilies in conjunction with other support services provided by State 
and local governments and the private sector. Dr. Rebecca L. 
Posante will talk about those services provided by the Office of 
Community Support for Military Families with Special Needs. I 
will briefly touch on the health benefits and supplemental services 
we provide through our basic medical plan and the ECHO program. 

DOD offers a comprehensive and uniform medical benefit for 
military beneficiaries delivered worldwide through our military 
treatment facilities or purchased care. For our beneficiaries, these 
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medical benefits include access to a variety of providers, including 
specialists, inpatient and outpatient care, as well as prescription 
medication. 

In addition to the basic health plan, the military health system 
offers the ECHO program. This program provides additional bene- 
ficiaries not otherwise available under the basic health plan to eli- 
gible Active Duty servicemembers with special needs. By ensuring 
our Active members have access to these services, we support mili- 
tary retention and readiness for DOD. 

One example of the services covered under the ECHO program 
is ABA treatment for patients with autism spectrum disorders 
(ASD). Since 2001, DOD has covered ABA services for qualifying 
members. Because many of our Active Duty families found it dif- 
ficult to access certified ABA providers under the traditional ECHO 
program’s criteria, we implemented a demonstration project in 
2008, to determine if we could expand the availability of providers. 

Under the demonstration program, we cover ABA services when 
provided by tutors who are under the direct supervision of certified 
ABA therapists. This demonstration project has succeeded in ex- 
panding access to services, and participation in the demonstration 
project has grown by average of 3 to 5 percent per month per year. 
We are now in the process of converting the demonstration project 
into a permanent part of the ECHO program. 

Military families also asked us to help sustain continuity of care 
and service during reassignments and relocations. We work closely 
with our TRICARE regional offices and TRICARE contractors to 
ensure that there is a smooth transition for families with children 
who have special needs when they relocate. 

I understand that one of the primary purposes of this hearing is 
to address medical coverage decisions by 0PM for the FEHB Plan 
and TRICARE relative to ABA for patients with ASD. In 2010, 
DOD conducted an assessment to determine if ABA qualified as 
medically necessary and appropriate under existing TRICARE law 
and regulation. Through robust analysis, peer review literature, 
and independent technical analyses, ABA was determined to be an 
educational intervention, and as such, did not meet the criteria for 
coverage under the basic medical program. 

Our determination is consistent with the 2011 Agency for 
Healthcare Research and Quality’s Comparative Effectiveness Re- 
view, Therapies for Children with Autism Spectrum Disorders. In 
this review, the investigators found the literature to be highly vari- 
able in quality, limited in those specific areas, and inconclusive. 
They identified the need for more research to determine which chil- 
dren benefit from a particular intervention or combination of inter- 
ventions. 

In the same report, the investigators clearly separated education 
and behavioral interventions for medical interventions. They did 
not consider ABA to be a medical intervention, which is consistent 
with DOD’s 2010 review. However, we also understand that 0PM 
has recently reviewed evidence that they believe now meets their 
threshold for determining ABA as a covered medical service. We 
have formally requested that 0PM provide us this evidence so we 
can evaluate it against our coverage criteria. 
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Medical care evolves over time, and we continuously evaluate 
new medical interventions or treatments for effectiveness and safe- 
ty prior to a coverage determination. Our coverage determinations 
are strictly governed by statute and regulations, and require an ex- 
tensive assessment of reliable medical evidence. Our determina- 
tions are also based on what is medically or psychologically nec- 
essary to diagnose and treat disease or injury. 

DOD is committed to providing comprehensive services for mili- 
tary families who have children with special needs. By providing 
robust medical care for our Active Duty members and their fami- 
lies, along with supplemental services to further support those with 
special needs, we contribute to a stronger warfighter. 

I am proud to be here with you today to represent the military 
health system and our exceptional health providers who provide ex- 
ceptional service to exceptional people. I look forward to answering 
your questions. 

[The joint prepared statement of Dr. Guice and Dr. Posante fol- 
lows:] 

Joint Prepahed Statement by Dr. Karen S. Guice and Dr. Rebecca L. Posante 

Mr. Chairman, members of the subcommittee, it is a privilege for both of us to 
appear before you today, and we appreciate the opportunity to testify on our efforts 
to support military families that include a member with special medical or edu- 
cational needs. 

The Department of Defense is proud of the programs and services we provide to 
military families with special needs. We have been providing specialized services to 
families for decades. In response to the landmark legislation for military families 
with special needs (Sec. 563 of the National Defense Authorization Act, Pub. L. No. 
111-84), the Secretary of Defense established the Office of Community Support for 
Military Families with Special Needs (OSN) in October 2010. This office is leading 
efforts to streamline processes that can be improved, to develop policies that guide 
the provision of support by the military departments, and to generally help families 
identify, understand and navigate the systems they will encounter. This office is 
closely linked with our colleagues in the Office of the Assistant Secretary of Defense 
(Health Affairs) and the TRICARE Management Activity (TMA) within the Office 
of the Under Secretary of Defense (Personnel & Readiness). 

Support to military families with special needs is an especially important task for 
the Department. Military families with special needs are first military families. 
They have the same challenges any other military family may encounter in the face 
of periodic moves, deployments, and separation from family. Further, they face addi- 
tional challenges, navigating often complex systems to obtain the services and bene- 
fits their families need to help their loved one function to their maximum potential. 
Each time a military family moves the process starts over, and they face questions 
such as: Who provides early intervention services in this State? Am I going to the 
local school system, public health or a regional board to get help? What do they call 
their programs here? Is there a waiting list for Medicaid, or perhaps, how long is 
the waiting list? Where do I sign up for the women, infants, and children program, 
and will they accept the certification from my current state? What will we do when 
we can no longer take our non-verbal child to the dentist who has finally achieved 
his trust? Will there be anyone at the new location who will understand what we 
need? What school district can best meet the needs of my child? 

We recognize that these military families need assistance with these questions, 
and we have worked to make this process less challenging wherever possible. 

THE current state OF THE EXCEPTIONAL FAMILY MEMBER PROGRAM 

For over 30 years, the Military Services have administered the Exceptional Fam- 
ily Member Program (EFMP), which identifies family members who have special 
medical or educational needs, documents their needs and ensures they are consid- 
ered when the servicemember is being considered for the next assignment. Since the 
NDAA for Fiscal Year 2010, the EFMP has been expanded to include a requirement 
for family support and to extend the coordination of assignments based on the fam- 
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ily member’s special needs to permanent change of station (PCS) moves within the 
United States as well as overseas. 

Currently, over 400 EFMP family support personnel serve military families with 
special needs. All installations have either a full- or part-time staff person, or (in 
smaller locations) a point of contact for military families with special needs. Instal- 
lations with greater numbers of families with special needs may have multiple 
EFMP family support personnel. All providers have been trained in their roles, the 
agencies with which they will work, and the requirements of supporting military 
families with special needs. 

The OSN developed an EFMP Family Support Reference Guide and disseminated 
it to all EFMP family support providers (to include Reserve and Guard Components) 
as a guide to providing family support and networking with community support sys- 
tems. Through a Memorandum of Understanding with the U.S. Department of Agri- 
culture (USDA), the OSN partnered with Cornell University and the University of 
Kansas to conduct a benchmark study identif 3 dng the concerns of military families 
with special needs, the support they require, and the systems that have heen effec- 
tive in providing services. The research team conducted focus groups with military 
families from all branches of Service and with civilian populations. This study will 
generate recommendations for the military in refining our support programs includ- 
ing staffing models, metrics, evaluation standards, and a family satisfaction scale. 

The OSN is working closely with the Military Services to standardize the EFMP 
across Services. Military families want consistency, and we are improving their abil- 
ity to navigate internal processes more easily by having standard forms, terms, and 
procedures. The OSN embarked on a multi-year project to analyze current systems 
(medical, personnel and family support) that make up the EFMP (identification/en- 
rollment, assignment coordination and family support) to even more closely inte- 
grate service delivery. We have concluded the first year of the functional analysis. 
Over the longer term, we will create an integrated, longitudinal electronic record 
that works across all military departments. This system will prevent families from 
reinventing paperwork with every PCS, allow the medical command to alert the per- 
sonnel command about availability of medical services, and regardless of Service af- 
filiation the family will receive a warm handoff to the receiving location. This is a 
detailed, iterative process involving multiple data and case management systems. 
The end result, however, will offer an important enhancement to the families we 
serve. 


LISTENING TO OUR MILITARY FAMILIES 

In the last 2 years, we have held two EFMP family panels representing military 
families of all ranks. Service affiliation. Active Duty and Reserve components, and 
ages and disabilities of the family member with special needs. We have conducted 
three studies on access to special education in the public schools, access to Medicaid, 
and a benchmark study on what makes a support system work. The lack of State 
and local data identifying military-connected families who use public sector pro- 
grams, including special education, remains a gap. 

We have also consulted with non-governmental agencies on their knowledge of the 
relevant issues regarding special needs families, and participated in several of the 
Military Family Caucus sessions. These Caucus sessions pertained to special needs, 
and military family members who advocate for families with special needs were in- 
vited to discuss issues in our office. We have read the National Council on Disabil- 
ity’s report. How to Improve Access to Health Care, Special Education, and Long- 
Term Support and Services for Family Members with Disabilities, and met with the 
researchers who developed the report. The same issues for our families emerge in 
each forum: access to special education, access to Medicaid, transition problems with 
access to TRICARE when families change locations, and a request for inclusion of 
applied behavior analysis as a medical benefit within TRICARE rather than through 
the Extended Care Health Option. 

We have focused on providing the information military families with special needs 
members need, particularly during critical transition moments; we work to educate 
them about what is available to them and assist them with obtaining resources and 
benefits within the scope of the law. Our efforts have been directed at identifying 
the problems families encounter, addressing those we have the authority to address 
(such as consistency across the military departments) and collaborating with the 
agencies/programs responsible for services not within our control. 

EDUCATING OUR FAMILIES 

While the Department does not have authority over programs in other govern- 
mental agencies or programs administered by the States, we have the responsibility 
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to educate our families on how to identify resources available to any American cit- 
izen and obtain benefits. We can provide information about special education and 
the Individuals with Disabilities Education Act (IDEA) and all its requirements and 
protections. Many military family children benefit from special education and the 
families must know how these systems work. Our military families need and benefit 
from programs such as Medicaid, Supplemental Security Income, and early inter- 
vention, too. 

The OSN has created a wealth of information for military families available on 
line at the MilitaryOneSource.mil website or by calling Military OneSource. These 
include written guides for families whose children have disabilities and a new guide 
for families where there is an adult family member with special needs. Both guides 
will be accompanied by a facilitator’s manual, which can be used by EFMP staff (or 
families) to conduct training sessions on special education, early intervention, 
TRICARE, and much more. We conduct monthly webinars utilizing the talents of 
leaders in our field on such subjects as care giving, assistive technology, guardian- 
ship and estate planning, and advocacy. We have produced a series of podcasts 
available on smart phones and a mobile website that allows families to access 
EEMP providers, EFMP enrollment forms, and all of our online content. Several e- 
learning modules have been developed to increase parents’ knowledge about special 
education and how to collaborate with school personnel, about the EFMP and about 
other Federal and State programs. 

We are in the process of revising the content and presentation on the Military 
OneSource website and anticipate completion of this revision by September 1. From 
one landing page families with special needs will be able to learn about military and 
community programs, access an EFMP provider, sign up for a webinar or view 
archived webinars, request materials, or make an appointment for a specialty con- 
sultation with a Military OneSource consultant who is a professional in special 
needs. 

SUPPORTING DOD PROGRAMS TO SERVE FAMILY MEMBERS WITH SPECIAL NEEDS 

OSN has created an internal coalition of Defense organizations to address issues 
of access for our military families with special needs. Through effective collaboration 
with the military departments, the EFMP and Morale, Welfare and Recreation, we 
have built over 200 accessible playgrounds for children with disabilities and in- 
stalled pool lifts in all military swimming pools. We have developed online tools for 
families who are moving with a special needs family member to help them plan 
their move. For the past 2 years in cooperation with the military children and youth 
programs, we have funded ongoing training and support to enable those programs 
to integrate children and youth with disabilities. The OSN purchased and distrib- 
uted books and electronic subscriptions to all military departments’ installation li- 
braries and family centers to create an EFMP library. The set of references is in- 
tended to assist professionals and family members in accessing materials on dis- 
ability-related topics. In addition, special education law resources were provided to 
military department legal offices and selected medical offices. We work closely with 
the DOD Education Activity to ensure the 9,700 children with special needs attend- 
ing a DOD schools receive appropriate special education services. 

ACCESS TO SPECIAL EDUCATION 

Military families are concerned about access to special education services. Obtain- 
ing comparable services from one assignment to the next is the most consistently 
reported obstacle for military families and often reflects differences in eligibility and 
services between States. For example, the American Association for Employment in 
Education (AAEE) has reported shortages of special education teachers, speech-lan- 
guage pathologists, school psychologists, vision and hearing specialists, school 
nurses, physical therapists and occupational therapists, with many regions of the 
country reporting considerable shortages for several years in a row (AAEE, 1996- 
2010). There are wide disparities in school nurse staffing ratios; some exceed 1: 
4,000. Only 75 percent of schools have a full or part time nurse; 25 percent have 
no registered nurse. Seventeen percent of schools with more than 750 students have 
no registered nurse on duty (National Association of School Nurses (NASN)). Forty- 
eight States and the District of Columbia identified special education teaching and/ 
or at least one of the related service provider categories as an official “shortage 
area” for the 2011-2012 school year (Teacher Shortage Areas Nationwide Listing, 
U.S. Department of Education, Office of Postsecondary Education, March 2011). 
Given well-documented fiscal pressures on State budgets, it is likely that discrep- 
ancies in which resources are available between school districts and among States 
will persist. 



325 


To address family member information needs in this area, OSN has initiated mul- 
tiple efforts including establishing a resource clearinghouse to help families with re- 
location; identifying and promulgating effective support practices among service 
branches; and sponsoring research studies on evidenced-based educational practices. 
OSN developed an online Education Directory to inform families of points of contact, 
resources, and procedures in public school districts in the States with the highest 
number of military assignments. The project continues and by the end of fiscal year 
2014, we will publish a directory that includes all 50 States and the District of Co- 
lumbia. 

Through the USDA MOU previously mentioned, we are partnering with Ohio 
State University and Pennsylvania State University to collect more detailed data 
about the extent and types of issues impacting families as they attempt to access 
comparable special education services in their new duty station. This project will 
support the identification of special education issues for which parents and family 
support providers need additional training and assist in determining if a formal 
military complaint documentation system should be explored in collaboration with 
the U.S. Department of Education. 

ACCESS TO MEDICAL SERVICES — TEICARE, EXTENDED HEALTH CARE OPTION (ECHO) AND 

MEDICAID 

In managing health and health benefit issues, we first ensure we are faithfully 
following public law regarding what is a covered medical benefit. We also seek to 
align our initiatives to the Military Health System (MHS) strategic plan, the Quad- 
ruple Aim, which is comprised of four interrelated missions — Assure Readiness; Im- 
prove Population Health; Enhance the Patient Experience of Care; and Responsibly 
Manage the Cost of Care. We consider “family readiness” as an essential element 
of our Readiness strategy. 

The MHS has long been a leader in offering benefits and services to military fami- 
lies with special needs. We have directed considerable effort in formulating policy 
for coverage of effective therapies under the TRICARE Basic Program and the Ex- 
tended Care Health Option (ECHO) program. 

TRICARE Basic Program 

The TRICARE Basic Program — whether TRICARE Prime, TRICARE Extra, or 
TRICARE Standard — offers a comprehensive health benefit that covers any medi- 
cally or psychologically necessary care for special needs beneficiaries, to include phy- 
sician visits, immunizations, psychological testing and medical interventions such as 
speech therapy, physical therapy and occupational therapy. TRICARE offers excep- 
tionally comprehensive coverage with very low out of pocket costs to our bene- 
ficiaries. For active duty families enrolled in TRICARE Prime, the out of pocket 
costs are almost non-existent, and families are further protected by a $1,000 out of 
pocket catastrophic cap, after which DOD pays 100 percent of allowable costs. By 
law, the TRICARE Basic Program may not cover non-medical services such as Ap- 
plied Behavior Analysis (ABA). 

Extended Care Health Option 

The ECHO program, established under Title 10 U.S.C. Code 1079, provides addi- 
tional benefits not otherwise available under the TRICARE Basic Program to cer- 
tain eligible active duty family members with special needs. As established by law 
(National Defense Authorization Act for Fiscal Year 2009, Public Law 110-417), the 
government will cover up to $36,000 per beneficiary per year in ECHO benefits. 

As we noted at the beginning of our testimony, similar to other military families, 
our active duty families with special needs members must move frequently from one 
location to another. To ensure continuity of care for ECHO participants when they 
move, our TRICARE contractors have established case management hand-off proc- 
esses so that the receiving contractor will be prepared to maintain for a family the 
set of ECHO services it had been receiving before moving. Because of the complexity 
and diversity of the services required to effectively address the special needs of 
many participants in ECHO, TRICARE requires its regional managed care support 
contractors to provide case management services to ECHO participants. Applied 
case management ensures access to a comprehensive, coordinated set of required 
treatments and services. 

Each of the three TRICARE contractors is required to deliver a uniform TRICARE 
benefit. Consequently, a family can expect to receive the same ECHO services upon 
arrival at the new duty station. However, families may notice some differences in 
the administration of these services by our regional contractors. The Department 
does permit some variation in administrative practices in order to permit the use 
of contractor best practices. In the unlikely event a family should be denied coverage 
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under either TRICARE Basic or ECHO it had been receiving in another TRICARE 
region, there is a well-designed appeal process beneficiaries may use, and the con- 
tractors are required to assist them in understanding and exercising their appeal 
rights. 

Examples of benefits not available through the TRICARE Basic Program, but 
available through ECHO include: assistive services, expanded in-home medical serv- 
ices, institutional care when a residential environment is required, and other serv- 
ices that the Director of TMA determines are capable of reducing the disabling ef- 
fects of a qualifying condition. These “qualifying conditions” include Autism Spec- 
trum Disorders (ASD). At the end of fiscal year 2011, DOD had over 10,000 
TRICARE beneficiaries registered in the ECHO program. 

The Department has worked to ensure our special needs families with ASD have 
access to the most widely-accepted educational intervention, known as ABA. Since 
2001, the Department of Defense has covered ABA services for eligible active duty 
family members under the ECHO program (and its predecessor, the Program for 
Persons with Disabilities). Originally, we covered ABA services only if provided by 
a Board Certified Behavior Analyst (BCBA). We found there were not enough of 
them available to satisfy the demand from Active Duty family members for services. 
So, in 2008 we constructed a demonstration to increase access to ABA services by 
permitting tutors, under the supervision of BCBAs, to provide the services. Even 
today, ECHO enrollees with an ASD who want ABA services but who do not want 
to participate in the demonstration may obtain the services directly from a BCBA, 
if available from that source. 

This demonstration has succeeded in expanding access to services — and we con- 
tinue to witness increased participation by ABA supervisors, tutors and TRICARE 
beneficiaries. As of March 31, 2012, there were 3,783 beneficiaries enrolled in the 
demonstration — a number that has grown by 3-5 percent annually, on average, 
since the program was first introduced in 2008. Just as importantly, a recent DOD 
survey of military parents of dependent children with autism reported that the im- 
proved access to ABA services contributed to improved military family readiness 
and retention. 

The Department is now moving beyond a demonstration program and seeking to 
embed the supervisor-tutor model of ABA provision as a permanent element of the 
ECHO program. We published a proposed rule in the Federal Register on December 
29, 2011, to establish coverage of this ABA provision under ECHO for eligible bene- 
ficiaries with ASD. Upon final implementation of this rule, we intend to categorize 
ABA as an “Other Service” under the ECHO statute and permanently adopt a more 
robust ABA services delivery and reimbursement methodology. 

While we are pleased that we have been able to broaden access to these services, 
we do recognize that some families experience additional out-of-pocket costs when 
needed services exceed the government’s statutory limit of $36,000. Based on our 
own claims data from 2011, 207 beneficiaries using the ECHO program had expend- 
itures above $35,000 per year. Another 489 beneficiaries had expenditures between 
$30,000 and $35,000. Thus, in 2012, we estimate that approximately 86 percent of 
TRICARE beneficiaries with an ASD diagnosis and using the ECHO program have 
had 100 percent of their expenses covered within the $36,000 government meix- 
imum. 

Several Members of Congress have inquired about the feasibility of categorizing 
ABA services as a medical benefit covered under the TRICARE Basic Program. The 
Department conducted a thorough technical assessment of ABA in 2010 to deter- 
mine whether ABA met the requirements for inclusion as a TRICARE covered serv- 
ice. 

Our technical assessment looked at the following: Does the reliable evidence, as 
that standard is defined in law and regulations for TRICARE Basic Program cov- 
erage determinations, support a conclusion that ABA is medically or psychologically 
necessary and that it is appropriate medical care for Autism Spectrum Disorders 
(ASD)? (2) Does the reliable evidence support a conclusion that ABA is proven as 
medically or psychologically necessary and that it is appropriate medical care for 
ASD in accordance with the requirements of 32 Code of Federal Regulations Sec. 
199.4. Can ABA be covered as a TRICARE benefit under Chapter 55 of Title 10, 
U.S.C. if it is concluded that ABA is not medically or psychologically necessary and 
that it is not appropriate medical care for ASD, or that it is not proven as medically 
or psychologically necessary or that it is not appropriate medical care for ASD? 

We found that ABA is an “educational intervention” and does not meet the 
TRICARE definition of medically or psychologically necessary care. The majority of 
the reliable evidence characterizes AbA as not being a medical treatment, as that 
standard is defined in law and regulations for TRICARE Basic Program coverage 
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determinations, but instead as involving non-medical, behavioral intervention serv- 
ices. 

Consequently, the Director, TRICARE Management Activity has concluded that 
ABA is not medically or psychologically necessary or appropriate medical care with- 
in the meaning of the law and regulations governing coverage of medical benefits 
under the TRICARE Basic Program. However, the assessment indicates that 
TRICARE has authority to pay for ABA to reduce the disabling effects of ASD for 
ECHO-registered dependents with an ASD diagnosis, and this assessment helped 
guide our decision to make ABA services a permanent part of the ECHO program. 
The assessment and Director’s conclusion serve as the administrative record of the 
agency’s decision and is reflected in the proposed rule. The TMA’s Medical Benefit 
& Reimbursement Branch reviews information about Medicare’s and other payers’ 
coverage, regular medical technology updates available through a subscription to 
Hayes, Inc. reports (a medical technology assessment firm), data/evidence submitted 
by beneficiaries and providers on appeal, evolving practice information from the Of- 
fice of the Chief Medical Officer, and TRICARE Managed Care Support Contractors’ 
evolving practice reports. TMA decides on the basis of these information sources 
whether it is warranted to conduct a formal review to determine if a medical tech- 
nology can be confirmed by the hierarchy of evidence specified in 32 CFR 199.2 to 
be considered medically safe and efficacious. 

Medicaid. Some military families with special needs beneficiaries also qualify for 
Medicaid. There are select services that TRICARE does not cover that are available 
through this Federal-State medical program. Example of items and services that 
TRICARE (and most civilian health insurance) does not cover includes long-term 
care, custodial care (assistance with daily living), adult day services, or expendable 
items such as diapers. 

Because Medicaid is State-administered, military families that include member(s) 
with special needs face difficulties each time they move and they are required to 
reapply for Medicaid eligibility. In some cases, this includes placement on waiting 
lists. Because of the frequency of military rotations, some families do not move off 
the waiting list before they once again relocate. 

The Department has contracted with West Virpnia University to study the prob- 
lems military families face with accessing Medicaid. Preliminary findings of the 
West Virginia study indicate that families and EFMP providers need more training 
on how to access Medicaid. The final report from this study will be available in fall 
2012 . 

The DOD State Liaison Office held an open meeting recently to discuss adopting 
this as one of the issues to address with States much as they have addressed the 
transition of school-aged children. We will provide an update on the outcome of this 
recommendation in the near future. 

The Department recognizes the enormous challenges that military families with 
special needs beneficiaries experience, and we have aggressively sought to meet 
their needs with targeted programs and services. As we stated earlier — family readi- 
ness is a military readiness issue. We have made tremendous progress over the past 
several years, consistent with the law that Congress has established. 

In the case of military children with special needs, we have crafted programs that 
have only been enhanced and improved over the last 10 years — in the areas of edu- 
cation, special education, community wide information and education. In the med- 
ical arena, we have successfully expanded programs that allow for the delivery of 
services beyond the traditional medical services authorized under TRICARE. We 
have continuously worked to expand both service delivery and reduce their out of 
pocket expanses. Congress has also expanded the government’s maximum cost-share 
for the ECHO program from $2,500 monthly meiximum to $36,000 annually. 

We are committed to maintaining our passion for excellence and service to these 
very special families. We are proud of what we have accomplished to date, and we 
are optimistic about our ability to continue to meet family member needs for the 
long-term. 

Again, we thank you for inviting us to be here today, and we look forward to your 
questions. 
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Senator Webb. Thank you very much, Dr. Guice. 

Dr. Posante, welcome. 

STATEMENT OF DR. REBECCA L. POSANTE, DEPUTY DIREC- 
TOR, OFFICE OF COMMUNITY SUPPORT FOR MILITARY FAM- 
ILIES WITH SPECIAL NEEDS, DEPARTMENT OF DEFENSE 

Dr. Posante. Thank you, Senator Webb, for inviting me to testify 
today. Supporting individuals and families with special needs has 
been a passion of mine for over 30 years. I really appreciate the 
attention being paid to this topic today. 

When I brief the NDAA for Fiscal Year 2010 to military audi- 
ences, I always refer to it as landmark legislation. It established 
the Office of Community Support for Military Families with Special 
Needs, for which it has been my pleasure to serve as the Deputy 
Director for nearly 2 years. It served as a catalyst for our efforts 
to streamline processes that can be improved, to raise issues that 
need to be raised, to develop policies that guide the provision of 
support by the military departments, and to generally help families 
identify, understand, and navigate the systems they will encounter. 

Military families with special needs are military families first. 
They face the same challenges that other military families face due 
to periodic moves, deployments, and separation from their extended 
families. But in addition, our families with special needs face the 
challenge of navigating often complex, stovepiped, and confusing 
educational, medical, and community support systems. Our fami- 
lies have children with intellectual, physical, communication, and 
emotional disabilities. In about a third of our families, it is the 
adult member that has a special need. 

The good news is that there are a myriad of systems, military. 
State, and local community systems, available to support them. 
The bad news is there are a myriad of systems. Our office has been 
charged with bringing order to this chaos and helping our families 
access the support they need. 

Currently, over 400 family support personnel serve military fami- 
lies with special needs. All of our installations, depending on their 
sizes, have a full or part-time staff person or, in some very small 
locations, a point of contact for military families with special needs. 
Over the last 2 years, all of our providers have been trained on 
their roles, on the agencies with which they should be working, and 
on the requirements of supporting military families with special 
needs. 

Communicating with our families is important. Educating them 
on programs, benefits, and resources is crucial. Working jointly 
with the military departments, we have provided a wealth of infor- 
mation to military families with special needs, including materials 
available online and through Military OneSource. 

My written testimony outlines our ongoing work in greater de- 
tail, where we are succeeding, and where we have more work to do. 
Thank you so much for your support. 

Senator Webb. Thank you. Dr. Posante. Again, I would remind 
the witnesses that your full written statements will be entered into 
the record at the end of your opening statements. Also, just for the 
subcommittee, that the hearing record will remain open until close 



329 


of business tomorrow in case there are written questions that any- 
one would like to present to you. 

Senator Webb. Dr. Tait, welcome. 

STATEMENT OF DR. VERA F. TAIT, ASSOCIATE EXECUTIVE DI- 
RECTOR, DEPARTMENT OF COMMUNITY AND SPECIALTY PE- 
DIATRICS, AMERICAN ACADEMY OF PEDIATRICS 

Dr. Tait. Thank you. Chairman Webb and members of the sub- 
committee, thank you for holding today’s hearing on such an impor- 
tant topic: military families who have children with special 
healthcare needs. I am Dr. Vera Fan Tait, and I represent the 
American Academy of Pediatrics (AAP), a professional organization 
of more than 60,000 primary care pediatricians and pediatric sub- 
specialists. I am honored to join this panel, which includes such ex- 
traordinary advocates and experts. 

I am a pediatric neurologist and an Associate Executive Director 
at the AAP. Prior to joining the AAP, I was in practice for more 
than 25 years with my major areas of expertise including children 
and youth with special healthcare needs, traumatic brain injury, 
neurodevelopmental disabilities, and neurologic rehabilitation. Car- 
ing for our Nation’s military families and their children has always 
been of paramount importance for AAP. I am proud to say that one 
of the oldest sections in our academy is the section on uniform 
services. 

The impacts of long or multiple deployments on all military fami- 
lies can be significant. For families with children who have 
neurodevelopmental disabilities or disorders, these impacts are 
often significantly exacerbated. The AAP believes that the optimal 
health and well-being of all infants, children, adolescents, and 
young adults, including those in military families, is best achieved 
with access to appropriate and comprehensive health insurance 
benefits. These benefits must be available through public health in- 
surance plans, like Medicaid, the Children’s Health Insurance Pro- 
gram (CHIP), and TRICARE, as well as the private health insur- 
ance plans. 

AAP policy recommends that minimum health benefits for in- 
fants, children, and youth should provide all medically necessary 
care within the medical home. We believe that medical and other 
services must be delivered and coordinated, as you said. Senator 
Webb, in a comprehensive patient- and family-centered medical 
home, which is the quality setting where physicians who are known 
to the family and to the child have developed a partnership of mu- 
tual responsibility and mutual trust. 

The health insurance plan that most military families use is 
TRICARE, and services, as we have heard, covered by TRICARE 
provided by pediatricians who are Active Duty military, but also 
community pediatricians and pediatric sub-specialists, who provide 
care near military facilities. Military families often face challenges 
navigating the TRICARE program, many times struggling to find 
the appropriate pediatric providers or have certain pediatric serv- 
ices covered. 

One area of particular concern among military families, and the 
reason we are here today, is to look at children with special 
healthcare needs and the coverage of services for children with 
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neurologic disorders, especially the ASD. Unfortunately, there is 
often no simple solution for families whose children must receive 
care often from numerous providers. A coordinated approach to 
intervention and treatment among the medical home, the edu- 
cational institutions, and the family is really critical for success. 

One demonstrated effective treatment for autism is ABA. The 
symptoms associated with autism are directly addressed by ABA 
methods, which have proven effective in addressing the core symp- 
toms of autism, as well as helping children develop skills and im- 
prove and enhance functioning in other areas that affect health 
and well-being. 

The effectiveness of ABA-based interventions and autism has 
been well-documented through a long history of research. Children 
who receive early intensive treatment have been shown to make 
substantial gains in cognition, language, academic performance, 
and adaptive behavior, as well as social behavior. Their outcomes 
have been significantly better than those of children who have no 
access to these interventions. Though more research and ongoing 
research is needed, ABA has both long-term empirical and research 
data to demonstrate its effectiveness in helping children who are 
diagnosed with ASD. 

The AAP has endorsed the use of ABA treatments when deter- 
mined appropriate by physicians within a medical home in close 
consultation with families. 

Thank you for allowing me to testify before the subcommittee 
today. We must do all that we can to support our military families, 
but especially those who have the added challenge of raising chil- 
dren with special healthcare needs. Thank you, and I look forward 
to the questions. 

[The prepared statement of Dr. Tait follows:] 

Prepared Statement by Dr. Vera F. Tait MD, FAAP 

Chairman Webb and Ranking Member Graham, thank you for holding today’s 
hearing on such an important topic — the programs and policies that the Department 
of Defense has in place to support military families with children with special needs. 
My name is Vera Fan Tait, MD, FAAP, and I am representing the American Acad- 
emy of Pediatrics (AAP), a nonprofit professional organization of more than 60,000 
primary care pediatricians, pediatric medical subspecialists, and pediatric surgical 
specialists dedicated to the health, safety, and well-being of infants, children, ado- 
lescents, and young adults. 

I am a pediatr — ic neurologist and am an Associate Executive Director at AAP, 
as well as the Director of AAP’s Department of Community and Specialty Pediatrics. 
In addition to my role with the American Academy of Pediatrics, I am also a mem- 
ber of the Child Neurology Society and the Association of Maternal and Child 
Health Programs. Prior to joining the AAP, I was in practice for more than 25 years 
and my major areas of expertise include children and youth with special health care 
needs, traumatic brain injury, neurodevelopmental disabilities, and neurological re- 
habilitation. It was my privilege to care for families with children with autism spec- 
trum disorders and other neurodevelopmental disabilities. 

I have personally experienced the struggle that many pediatricians face eveiy day 
when trying to access needed medical, educational and other services for children 
with special health care needs. Finding needed services can be difficult even when 
they are adequately covered by health insurance. It is only more difficult when a 
primary care pediatrician or subspecialist can locate care only to find it is not cov- 
ered by a family’s insurance. 

Caring for our Nation’s military families and their children has always been of 
paramount importance for the Academy. I am proud to say that one of the oldest 
sections we have at the Academy is the Section on Uniformed Services. Created in 
1959, the AAP’s Section on Uniformed Services has helped direct the Academy’s 
leadership on the health and well-being of our Nation’s military children and adoles- 
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cents. The Section is comprised of over 900 members who are active duty or retired 
military, as well as civilian pediatricians who serve military beneficiaries. The sec- 
tion works closely with the pediatric consultants to the surgeon general of each 
branch of the military. 

An example of one of the Section’s most recent accomplishments is the develop- 
ment of the Military Youth Deployment Support Video Program, which is designed 
to help children and adolescents cope with the deplo 3 mient of one, or sometimes 
even both, of their parents or guardians to other countries around the world. The 
video was initially designed by the Section on Uniformed Services and was subse- 
quently utilized by the U.S. Army Medical Command. So far more than 20,000 cop- 
ies of the program have been distributed worldwide to military families, various 
military youth serving professional agencies, and primary care offices. 

The health and well-being of children in America’s military families ranks as one 
of the top priorities of the Academy, and that is why I am honored to represent AAP 
here today. The impacts of long or multiple deployments on all military families can 
be significant and for families with children with autism spectrum disorders, 
neurodevelopmental disorders or other disabilities, these impacts are often signifi- 
cantly exacerbated. 

The American Academy of Pediatrics believes that the optimal health and well- 
being of all infants, children, adolescents and young adults through 26 years of age- 
including those in military families-is best achieved with access to appropriate and 
comprehensive health care insurance benefits. These benefits must be available 
through public insurance plans like Medicaid, the Children’s Health Insurance Pro- 
gram and TRICARE, as well as private health insurance plans. 

AAP policy recommends that minimum health benefits for all infants, children, 
and youth should provide all medically necessary care, and include such services as: 

• preventive care 

• hospitalization 

• ambulatory patient services 

• emergency medical services 

• maternity and newborn care, and 

• mental health and substance abuse disorder services. 

Also included in the set of benefits should be: 

• behavioral health 

• rehabilitative and habilitative services and devices 

• laboratory services 

• chronic disease management, and 

• oral, hearing and vision care. 

In short, all children must have a medical home. AAP believes that medical and 
other services should be delivered and coordinated in a comprehensive, patient and 
family-centered, physician-led medical home — the quality setting for primary care 
delivered or directed by well-trained physicians who are known to the child and 
family, who have developed a partnership of mutual responsibility and trust with 
them, and who provide accessible, continuous, coordinated, and comprehensive care. 

The health insurance plan that most military families use is TRICARE. Services 
covered by TRICARE are provided by pediatricians who are active duty military but 
also community pediatricians and pediatric subspecialists who provide care near 
military bases and other military facilities. AAP members providing care to children 
and families covered by TRICARE face unique challenges compared to other public 
and private programs and plans. For example, one of the challenges that military 
families with children face is that the TRICARE program is largely based on Medi- 
care, a health system designed to provide coverage for senior adults. Because of this 
program alignment, military families often face challenges navigating the TRICARE 
program, many times struggling to find appropriate pediatric providers or have cer- 
tain pediatric services covered.This is especially true for parents of children with 
special health care needs. AAP has worked closely with TRICARE programs to en- 
sure needed services are available from routine immunizations to highly specialized 
and acute pediatric care. 

One area of particular concern among military parents of children with special 
needs is the coverage of services for children with autism spectrum disorders or 
other neurological disorders. Recently released data from the Centers for Disease 
Control and Prevention confirms that the prevalence of children with autism spec- 
trum disorder (ASD) is growing, as is the need for effective services to help children 
with ASD maximize their potential. 

Autism spectrum disorders, similar to other neurodevelopmental disabilities, are 
generally not “curable,” and complex care is required for the child along with serv- 
ices for the family. Unfortunately, there is often no simple solution for families and 
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effective, family-centered care will include numerous providers. A coordinated ap- 
proach to intervention and treatment among the medical home, educational institu- 
tions and the family is critical for success. 

Optimizing medical care and therapy can have a positive impact on the 
habilitative^ progress and quality of life for the child. Medically necessary treat- 
ments ameliorate or manage symptoms, improve functioning, and/or prevent deterio- 
ration. Thus, in addition to routine preventive care and treatment of acute illnesses, 
children with ASD also require management of sleep problems, obsessive behaviors, 
hygiene and self-care skills, eating a healthy diet, and limiting self-injurious behav- 
iors. 

Effective medical care and treatment may also allow a child with ASD to benefit 
more optimally from therapeutic interventions. Therapeutic interventions, including 
behavioral strategies and habilitative therapies, are the cornerstones of care for 
ASD. These interventions address communication, social skills, daily-living skills, 
play and leisure skills, academic achievement, and behavior. 

An example of a demonstrated, effective treatment for ASD is Applied Behavior 
Analysis (ABA). ABA uses behavioral health principles to increase and maintain 
positive adaptive behavior and reduce negative behaviors or narrow the conditions 
under which they occur. ABA can teach new skills, and generalize them to new envi- 
ronments or situations. ABA focuses on the measurement and objective evaluation 
of observed behavior in the home, school, and community. 

ASD is a medical/neurodevelopmental condition with behavioral symptoms that 
are directly addressed by applied behavior analysis methods. ABA has proved effec- 
tive in addressing the core symptoms of autism as well as developing skills and im- 
proving and enhancing functioning in numerous areas that affect the health and 
well-being of people with ASD. 

The effectiveness of ABA-based interventions in ASD has been well documented 
through a long history of research in university and community settings.^ Children 
who receive early intensive behavioral treatment have been shown to make substan- 
tial gains in cognition, language, academic performance, and adaptive behavior as 
well as some measures of social behavior, and their outcomes have been signifi- 
cantly better than those of children in control groups. 

Late last year, TRICARE proposed to extend coverage under the Extended Care 
Health Option for Applied Behavior Analysis interventions for Active Duty 
servicemembers who have family members with autism spectrum disorders. AAP 
commented on the proposed rule and commended the Department of Defense for un- 
dertaking the important task of proposing measures to make it easier for Active 
Duty servicemembers with children with ASD to better access needed health care 
services for their children. 

In short, though more research is needed, ABA has both long-term empirical and 
research data to demonstrate its effectiveness in helping children who are diagnosed 
with ASD, and AAP has endorsed the use of ABA treatments when determined ap- 
propriate by physicians within a medical home, in close consultation with families. 
ABA remains an active subject of research and we encourage the Department of De- 
fense to maintain flexibility in the provision of ABA services as new data may 
emerge. 

Beyond just ABA services, one way to make it easier for military parents with 
special needs children would be to examine how TRICARE currently works for its 
beneficiaries. The Academy supports legislation introduced in the House-the 
TRICARE for Kids Act,^ which could begin the process of making TRICARE work 
better for all parents, but especially those with children with ASD or other special 
health care needs. 

TRICARE for Kids would require TRICARE to establish a working group of rel- 
evant stakeholders to review TRICARE policies and practices and develop a plan to 
ensure that TRICARE meets the pediatric-specific needs of military families, includ- 
ing those children with chronic and special health care needs. We believe this is an 
excellent collaborative model to ensure that TRICARE polices work for all children 
in military families. 


1 “Habilitative or rehabilitative care” means professional, counseling, and guidance services 
and treatment programs that are necessary to develop, maintain, and restore, to the maximum 
extent practicable, the functioning of an individual. 

2 “Management of Children With Autism Spectrum Disorders,” Scott M. Myers and Chris 
Plauche Johnson, Pediatrics 2007; 120; 1162; originally published online October 29, 2007; DOI: 
10.1542/peds.2007-2362 

3 The TRICARE for Rids Act was subsequently included as an amendment to the House’s Na- 
tional Defense Authorization Act for Fiscal Year 2013. 
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Thank you for allowing me to testify before the subcommittee today. As I said ear- 
lier, caring for our Nation’s military families and their children has always been of 
paramount importance for the American Academy of Pediatrics. We must do all that 
we can to support our military families, especially those who have the added chal- 
lenge of raising children with special health care needs. 

I look forward to your questions. 

Senator Webb. Thank you very much, Dr. Tait. 

Mr. Hilton, welcome. 

STATEMENT OF MR. JEREMY L. HILTON, MILITARY SPOUSE, 
VETERAN, AND MILITARY FAMILY ADVOCATE 

Mr. Hilton. Mr. Chairman and distinguished subcommittee 
members, thank you for allowing me to discuss our military fami- 
lies impacted by disabilities. 

I am a Navy veteran. My wife is Active Duty Air Force. When 
our daughter, Kate, was born in 2002 with significant disabilities, 
I resigned my commission to take care of her. This year I was hon- 
ored as Military Spouse of the Year by my peers in Military Spouse 
Magazine. It is an amazing privilege to be able to represent a mil- 
lion-plus military spouses and their families. 

A recent National Council on Disability Military Families study 
concluded, “Far reaching systemic changes are needed in our Na- 
tion’s health, education, and long-term service systems to address 
the significant barriers faced by exceptional family members.” This 
hearing is a critical step in addressing and acting on these extraor- 
dinarily important issues to our military families. 

Caring for a child with a disability can be exceptionally expen- 
sive and remarkably stressful. We have higher medical bills, ther- 
apy bills, home modification and equipment bills, and other large 
expenses. Many families will need Medicaid waiver assistance for 
their children, but State Medicaid waiver wait-lists are very long, 
lasting for years. Every time a military family moves, they go to 
the bottom of the next State’s wait-list. They rarely reach the top 
before moving again. Those that do lose their Medicaid when the 
military moves them. 

There are a variety of ways in which this problem could be rec- 
tified, including a military Medicaid waiver, an interstate compact 
addressing Medicaid portability, allowing servicemembers to main- 
tain wait-list eligibility based on their home of record, or extending 
the ECHO benefit into retirement. In the end, we ask that our chil- 
dren are not penalized for the service their mother or father ren- 
ders to the Nation. 

The extended care health option was created to bridge the needs 
of families unable to access the State Medicaid waiver programs. 
But experience shows it fails to come close to replacing Medicaid 
waiver benefits. We are grateful for this benefit, but we would like 
to see it updated and made more flexible so it better fulfills its pur- 
pose. 

We support the Senate report language directing DOD to explore 
more flexible ECHO options. We respectfully ask that EFMP fami- 
lies are included on any working groups considering this and other 
issues that impact our families. 

While we look forward to enhanced functionality and flexibility 
of the ECHO program, the treatment of autism for our military 
children is one area that I do not believe requires further study. 
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It requires action. TRICARE currently segregates ABA, the stand- 
ard of care, and the treatment of autism into ECHO as a non-med- 
ical educational service. TRICARE’s classification of ABA as non- 
medical allows TRICARE to limit care to dependents of Active Duty 
servicemembers, and places a financial cap on treatment services 
which fall far below recommended standards. There is no other dis- 
ease, disability, or chronic health condition which is treated simi- 
larly as autism and its segregation of treatment outside the basic 
TRICARE benefit. 

Because the ECHO benefit is only available for dependents of Ac- 
tive servicemembers, dependents of our retirees are not able to ac- 
cess ABA treatments under TRICARE. Prior to the hearing, we 
supplied 80-plus stories to the subcommittee. Many are heart- 
breaking, but inspiring at the same time. I am going to read from 
a letter written by Lance Corporal Hardy Mills, U.S. Marine Corps, 
Retired. 

“In 2004 while serving with the 1st Marine Expeditionary Force 
in Fallujah, Iraq, I was wounded severely by a rocket propelled gre- 
nade. Because of my injuries, I retired medically from the Marine 
Corps in 2006 with full disability benefits. I am blessed with a sup- 
portive wife, and we have two beautiful children. 

Our son, Shane, has autism. As a retired Marine and disabled 
veteran, my family depends on the military healthcare system, 
TRICARE, for coverage of medical services and interventions. Un- 
fortunately because of my retired status, Shane’s medically rec- 
ommended autism treatment, ABA, is not covered by TRICARE. 
My family faces out-of-pocket costs of $4,600 a month associated 
with this vital service because of current TRICARE policy deficits. 
We have sold our home to provide Shane the care he requires, but 
we are running out of funding and ask for your intervention.” 

The other letters are no less important and show the struggles 
our military families have gone through to be able to provide ther- 
apy to their children. In the end, many of these families are still 
coming up significantly short, particularly those with younger chil- 
dren and our retirees. 

You will hear Dr. Tait and Dr. Dawson testify on the scientific 
evidence that proves ABA is effective. Many other reputable orga- 
nizations and members of the medical community have endorsed 
ABA therapy as the standard of care for autism. I sincerely hope 
that the Senate Armed Services Committee will take this into con- 
sideration and support an amendment to the 2013 NDAA to help 
our military kids impacted by autism. 

These military families are remarkable Americans who endure 
exceptionally trying circumstances in addition to their service in an 
already stressful military lifestyle. I would encourage you to take 
a moment and get to know each of them. As I am certain you real- 
ize after reading these stories, we have much work left to do in 
order to provide the appropriate level of medical care, services, and 
support these military families deserve. 

I would like to personally thank the subcommittee members and 
the professional staff for their leadership in providing much-needed 
oversight to these issues. Thank you to this subcommittee for not 
forgetting our military families. I look forward to your questions. 

[The prepared statement of Mr. Hilton follows:] 
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Prepared Statement by Mr. Jeremy L. Hilton 

Mr. Chairman, Senator Graham, and distinguished members of the subcommittee, 
thank you for the opportunity to discuss the issues facing our military families im- 
pacted by disabilities and your consideration of actions and initiatives that I submit 
need to be accomplished to ensure our Nation honors its obligations to our military 
families. By doing so, I believe we enhance the readiness of our All-Volunteer Force 
and improve the lives of our military children. 

INTRODUCTION 

I am a 1995 U.S. Air Force Academy graduate that cross-commissioned into the 
Navy and served 8 years in the submarine force. In 2002, while on shore duty at 
the Washington Navy Yard, our daughter, Kate, was born with a number of signifi- 
cant disabilities. Seven months later, I resigned my commission and have been tak- 
ing care of our children ever since. Since Kate’s birth we have moved six times, five 
of those within a 5-year timeframe due to deployments, training, and military Per- 
manent Changes of Station (PCS). Kate has undergone nine surgeries and received 
thousands of hours oftherapy, provided by our family and outside therapists. Our 
primary goal is to ensure she lives life to her fullest and is educated and lives in 
the community to the greatest degree possible. My wife remains Active Duty Air 
Force, and we are currently stationed at Andrews AFB where she is the commander 
of an AFOSI squadron. We have a 1-year-old son, Jackson. 

In May 2012, I had the distinct honor of being selected as the Military Spouse 
of the Year, based on my advocacy for military families. I started as an advocate 
for our daughter. That advocacy expanded within the Air Force, then the Depart- 
ment of Defense (DOD), and then to the larger disability population. I quickly dis- 
covered there are so many unmet needs in the disability world. Our families are 
overwhelmed. There is little to no time to be advocates because many families are 
simply surviving. We don’t have the defense industry or unions to ensure our pro- 
grams receive the funding they require. We have a very small group of volunteer 
parents that do their best to raise these tough issues wben they happen to be sta- 
tioned in the DC Metro area. What I have learned from being part of this process 
is that our families do have a voice, but many times it is very quiet, at least relative 
to the normal buzz in DC. However, what we lack in volume, we make up for with 
passion. In the short amount of time we’ve had since the hearing was announced, 
these amazing families have provided me the most astonishing and personal in- 
sights into their lives and the hope they have for their children. I hope the Com- 
mittee finds their stories instructive (see attachments after written testimony). 

This committee plays an integral role in both legislation and oversight on the 
issues that enable our families to support our servicemembers while they protect 
our country. Your support continues to be instrumental in making needed changes 
to the DOD infrastructure, policy, and procedures which will allow our special needs 
military families to deal with the significant stresses associated with service; PCS, 
multiple deployments, and the high operational tempo that has marked these past 
10 years of war. 

There are a number of areas that I will be discussing today: Medicaid Waivers, 
the Extended Care Health Option (ECHO), TRICARE, Autism, Education, the Ex- 
ceptional Family Member Program (EFMP), Survivor Benefits, and Legal Issnes. 
Each of these programs and issues has a substantial impact on the health and 
wellbeing of our military families with disabilities and it is critical that the Com- 
mittee understand what areas require improvement. 

Many of these areas were considered in a recent National Council on Disability 
(NCD) study on Marine Corps EFMP families (transmittal letter included as Attach- 
ment A). In the preamble to the study, the NCD Chairman, Jonathan Young stated: 

“However, many of the changes necessary to improve the supports avail- 
able to military families with [Exceptional Family Members] are beyond the 
control of the Marine Corps and may require statutory and regulatory 
changes to meet these needs. 

NCD has concluded that far-reaching systemic changes are needed in our 
Nation’s health, education, and long-term service systems to address the 
significant barriers faced by EFMs. NCD thus seeks support from Congress, 
the military, and the administration to build the critical Federal partner- 
ships necessary to effect systemic change and ensure that the men and 
women serving our country can do so knowing their family members with 
disabilities will have the supports and services they need.” 

This hearing is the first step in addressing these extraordinarily important issues 
to our military families. 
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MEDICAID WAIVERS 

Caring for a child with a disability can he exceptionally expensive and remarkably 
stressful. We have higher medical bills, therapy bills, home modification, equipment 
and supply bills, and other large expenses. Many, if not most, families impacted by 
disabilities will come to rely on public assistance programs in some fashion for our 
children who are disabled. The majority of such programs relate to State-run Med- 
icaid waiver programs which provide short and long term benefits that TRICARE 
does not. Examples of such supports include incontinence supplies, respite, employ- 
ment supports, housing, and more flexible medical coverage. Most of the Medicaid 
waiver programs run by the States have significant waiting lists for citizens to ac- 
cess these benefits because the need is simply much greater than the available ben- 
efits. It is not uncommon for a family to place a 1-year-old on the State Medicaid 
waiver waitlist with the hope the child will receive benefits by the time they are 
a teenager or an adult, depending on the type of waiver and the State in which they 
reside. For our highly mobile military families, that means our children constantly 
remain at the bottom of any given State’s waitlist. If by chance they get off the 
waitlist and receive services in one State, they will lose their eligibility once they 
PCS, and they will find themselves back on the bottom of the next State’s waitlist. 
Upon retirement after a career of service, our children, yet again, find themselves 
on the bottom of waitlist at their new and final home. 

There are a variety of ways in which this problem could be rectified, including 
a military Medicaid waiver, an Interstate Compact addressing Medicaid portability, 
allowing servicemembers to maintain list-eligibility based on their home of record, 
or extending the ECHO benefit into retirement. Given the cross-committee jurisdic- 
tional nature of this issue, Medicaid reform may seem like a bridge too far, but it 
is one that will have a significant impact on our families. 

Parent advocates are currently working with a variety of partners on finding a 
fix that addresses the problem. The DOD has funded a grant for West Virginia Uni- 
versity to study this issue and we expect findings this summer. We would ask that 
this committee remain engaged on this issue moving forward to ensure State Med- 
icaid services for our military children are provided for equally in comparison to 
their civilian counterparts. 

EXTENDED CARE HEALTH OPTION PROGRAM 

The ECHO, created in 2005, was originally designed to bridge the needs of fami- 
lies due to the inability to access State-run Medicaid programs. Our experience has 
been that it does not replicate those benefits because of the lack of flexibility in the 
ECHO program. Military families strongly support the Senate report language that 
directs the DOD: 

“to assess participation in the ECHO program by eligible dependents with 
special needs, and to explore options to provide more flexible benefits.” [sec. 

703] 

Our families are grateful for the ECHO benefit. However, it is time to reassess 
its effectiveness to meet the requirements for which it was created. As one is consid- 
ering the benefits typical families might need, it is imperative that DOD consider 
best practices as applied by the States. Please understand that while these studies 
are taking place, children may be very well going without necessary items or ther- 
apy. We would hope for an aggressive timeline for dissemination and prompt action 
on the basis of the results from the study. 

There are two helpful resources when considering both Medicaid and ECHO 
issues: 

• United Cerebral Palsy’s annual “Case for Inclusion” which ranks the 50 
States and DC on its Medicaid waiver programs: http://www.ucp.org/the- 
case-for-inclusion/2011/ 

• Medicaid’s Web based resources: http://www.medicaid.gov/Medicaid- 
CHIP-Program-Information/By-Topics/W aivers/W aiv- 
ers.html?filterBy= 19 15%28c%29#waivers 

One striking item included in the Medicaid website highlights that there are 423 
different Medicaid waiver programs and demonstration projects throughout all 50 
States and the District of Columbia. There must be a way we can find to serve the 
military family appropriately. 


TEICARE 

As most parents are quite aware, children are not simply little adults. It is why 
the children’s hospital model exists, to provide for a child’s unique health care 
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needs. This is why TRICARE, being based on Medicare, sometimes doesn’t provide 
the best possible care for our military children, particularly those who have special 
health care needs. It is also why military families support the TRICARE for Kids 
Amendment (Attachment B) included in the National Defense Authorization Act 
(NDAA) for Fiscal Year 2013 recently passed by the House. This bi-partisan amend- 
ment was co-sponsored by Representative Steve Stivers (R-OH15), Representative 
Susan Davis (r)-CA53), and Representative Bobby Schilling (R-IL17) and has been 
endorsed by the Military Officers Association of America (MOAA), the National As- 
sociation of Children’s Hospitals (NACH), the National Military Family Association 
(NMFA), and the March of Dimes. 

From a recent endorsement letter by the March of Dimes (Attachment C), they 
noted: 

• “Unfortunately, because TRICARE utilizes a reimbursement structure 
based on Medicare, it often adopts policies and practices from Medicare that 
do not address the unique health care needs of children. Moreover, despite 
the best efforts of the Department of Defense, military families with chil- 
dren with special health care needs and chronic conditions often have dif- 
ficulty accessing resources and services from local or regionally specialized 
providers. This problem is further exacerbated by the mobility of military 
families, who must repeatedly locate and obtain specialized health care 
service in unfamiliar geographic regions as their assignments change or 
they are deployed. 

• The TRICARE for Rids Act seeks to better shape the policies and prac- 
tices of TRICARE to meet the needs of children, including those with spe- 
cial health care needs or chronic illnesses.” 

Our hope is to ensure that the final NDAA includes the Tricare for Kids amend- 
ment, section 723 in the House bill, and that the conference committee report will 
mirror the Section 703 report language provided by the Senate, thus providing a 
specific panel to address children’s health needs, and adding ECHO to DOD’s ongo- 
ing evaluation and reporting of cost, access, and quality. 

AUTISM 

While we look forward to enhanced functionality of the TRICARE program, the 
treatment of autism for our military children is one area that I do not believe re- 
quires further study; it requires action. 

TRICARE currently segregates Applied Behavioral Analysis (ABA), the standard 
of care in the treatment of autism, into ECHO, which is an entirely separate arm 
of TRICARE, as a “non-medical educational” service. TRICARE’s classification of 
ABA as “non-medical” allows TRICARE to limit care to dependents of Active Duty 
servicemembers and places a financial cap on treatment services which falls far 
below recommended standards. There is no other disease, disability or chronic 
health condition which is treated similarly as autism in its segregation of treatment 
outside the basic TRICARE benefit. Families are forced to make the difficult deci- 
sion of paying thousands of dollars out of pocket to address these deficits or forgo 
medically recommended care. Because the ECHO benefit is only available for de- 
pendents of active-duty servicemembers, dependents of our retirees (including 
Wounded Warriors retired due to injuries sustained in combat) are not able to ac- 
cess ABA treatments under TRICARE and Guard/Reserve families receive intermit- 
tent care. 

Contrary to DOD’s stated position, in April of this year, the U.S. Office of Per- 
sonnel Management (0PM) concluded that ABA treatment for autism is a “medical 
therapy.” In a letter dated 19 April 2012 (Attachment D), 0PM stated [bottom of 
page 5] 

• “The 0PM Benefit Review Panel recently evalnated the status of Applied 
Behavior Analysis (ABA) for children with autism. Previously, ABA was 
considered to be an educational intervention and not covered under the 
FEHB Program. The Panel conclnded that there is now sufficient evidence 
to categorize ABA as medical therapy.” 

The previous findings are instructive as well as they point to what level of evi- 
dence was required to overcome OPM’s original objection. In a 2006 letter to Rep- 
resentative Christopher Smith (R-NJ4) (Attachment E), the Director of 0PM, Linda 
Springer, stated 

• “It is OPM’s most sincere hope that one day randomized trials will dem- 
onstrate ABA to be an effective course of treatment for autism and no 
longer be considered investigational. 0PM has great empathy for the fami- 
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lies affected by this tragic disorder, and regret our decision could not be 
more favorable”. 

Coverage of ABA care in the civilian sector also exceeds that of TRICARE. Cur- 
rently, 30 States have laws requiring private insurers to cover autism-related thera- 
pies, including ABA, as a medically necessary service. TRICARE’s position that ABA 
therapy is “non-medical” is now contrary to the Federal Government and laws in 
30 States. 

We now stand at a point where, without action by Congress, we will soon see Fed- 
eral workers provided medically prescribed autism therapy for their children while 
military families receive either an inferior level of care or, as in the case of the re- 
tired veteran’s child, receive no care. Our families simply cannot imagine that Con- 
gress would find that appropriate. 

With strong bipartisan leadership, the House’s 2013 version of the NDAA includes 
important language clarifying that military dependents with autism, regardless of 
duty status, have access to medically necessary behavioral health treatments includ- 
ing ABA through the TRICARE basic program. Our military families ask that you 
work to ensure comparable language is included with the Senate version of the 
NDAA. 


EDUCATION 

Special education as a career is truly a calling and the vast majority of teachers 
who instruct our children are competent professionals whose greatest desire is to 
see our children succeed. However, with the pace, length, and number of deploy- 
ments over the past 10 years, as well as the normal structure of the military life- 
style, military families whose children require special education have struggled to 
receive a free appropriate public education. 

According to the Military Child Education Coalition, the average military child 
will transfer schools 6 to 9 times between grades K to 12. For the special needs mili- 
tary family, the frequent moves present additional challenges: reestablishment of 
medical care, educational services, and necessary therapies each time they move to 
a new location. For many of our families, this means the primary caretaker parent 
will devote countless hours ensuring their child’s needs are met. In the event the 
spouse is employed outside the home, or in the case of a dual active duty couple, 
there is little time to digest the changing special education laws and regulations re- 
quired to ensure a child receives a free, appropriate public education. In many situa- 
tions, military families either go into debt to hire advocates or lawyers to ensure 
their child is receiving an appropriate education or they go without and watch their 
child regress in an inappropriate placement without proper supports. 

In the event that a school district does not provide appropriate services for a mili- 
tary child, the family must weigh the following before attempting to hold a school 
district accountable under the Individuals with Disabilities Education Act (IDEA): 

1. Legal fees, many lawyers no longer will take a case on contingency 

2. Expert witness fees (not reimbursable even if you win your case) 

3. Length of time left in the current assignment 

4. Family and life considerations (financial and medical stress, spouse deployed, 
wounded, or otherwise unavailable). 

Military families have little control over where they will be stationed, sometimes 
as part of a normal base reassignment, and sometimes when a spouse and child(ren) 
have to live close to family when a member deploys for a year or more. 

Some school districts take advantage of military families, calculating how long 
they will likely spend at a current base, and the families’ emotional, physical, and 
financial abilities to utilize their procedural safeguards under IDEA. 

The average due process case to hold a school district accountable lasts a number 
of years, making IDEA’S procedural safeguards essentially meaningless for the large 
maj ority of military families, particularly when confronted with an aggressive, cost- 
cutting school administration. Most school districts have law firms retained from 
taxpayer funds with unlimited time to run out the clock against a military family. 
Military families have few resources to hire lawyers or retain experts to ensure our 
children receive an appropriate education. 

Included in the 2011 NDAA was a directive to DOD to consider these issues for 
study (sec 583). The DOD’s response was that the evidence was anecdotal therefore 
they could not make any conclusions without appropriate data. This lack of data has 
been a consistent issue for all military connected children as evidenced by the DOD 
report as well as two GAO reports sparming over the last 5 years (GAO study enti- 
tled “Military Personnel: Medical, Family Support, and Educational Services Are 
Available for Exceptional Family members” (2007) and GAO study entitled “Edu- 
cation of Military Dependent Students, Better Information Needed to Assess Stu- 
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dent Performance” (2011)). Over the last 5 years, we could have been collecting data 
to take action, but for some reason, we haven’t. It seems clear to me that a data 
element is needed to identify our military connected students so we can access and 
evaluate their needs. 

In August 2011, four Service representatives wrote a letter to the Assistant Sec- 
retary for Special Education and Rehabilitative Services, Ms. Alexa Posny, for clari- 
fication and guidance on issues specifically related to military families (Attachment 
F). To date, no response has been provided. While many of the educational chal- 
lenges facing our military connected special needs students involve cross jurisdic- 
tional issues, we desperately need this committee’s strong leadership to ensure our 
children our appropriately take care of. 

Finally, the new Post-September 11 or Bill offers a terrific option to transfer edu- 
cational benefits to dependents; expanding these benefits to cover more options be- 
yond traditional degree-granting education would be a welcome improvement for our 
special needs dependents. 

EXCEPTIONAL FAMILY MEMBER PROGRAM 

DOD support for families with special needs has been a work in progress for 
many years. The 2010 NDAA included the creation of the Office of Special Needs 
(OSN) within the Military Community and Family Policy Office. The next year’s 
NDAA provided for the creation of the Military Exceptional Family Member Panel, 
which includes military family members and adults impacted by disability. The goal 
of the panel is to provide specific real world input to the OSN on issues facing our 
families. Each of these has been a forward step in improving our family member’s 
ability to access a life that any parent would want for their child. We thank the 
committee for taking legislative action to improve DOD support for military families 
with special needs. However, the proof is in the implementation of these directives. 

The specific mandate provided to the OSN included “The development and imple- 
mentation of a comprehensive policy on support for military families with special 
needs”. Two years later, this hasn’t been completed. Without appropriate policy to 
review, it is not clear where we stand with many of the other mandates assigned 
to the OSN. 

Our families ask that appropriate oversight be provided to ensure that the Office 
of Special Needs has the funding and personnel to carry out its mandates and then 
ensure that they are completed in a reasonable amount of time. 

To consider best practices within DOD, one need look no further than the Marine 
Corps, which is universally lauded as providing the best care for its exceptional fam- 
ily members. Attached you will find a recent brief provided by the head of the 
USMC Family Programs branch, Rhonda LaPorte, which provides an immediate 
overview of the current EFM Program as well as future direction. (Attachment G). 
We believe the other Services should follow the lead of the Marine Corps as they 
review their EFMP programs. 


SURVIVOR BENEFITS 

Today, servicemembers with permanently disabled children face an unfortunate 
dilemma. Under current law, the servicemember can only direct survivor benefits 
to that child, and not a trust of any sort. Because the Survivor Benefits Plan (SBP) 
annuity cannot be placed into a special needs trust this survivor benefit ironically 
will make the beneficiary ineligible to receive the Medicaid waiver which allows 
many individuals with a disability to survive. One example of a consequence in- 
cludes a disabled adult being removed from a group home or other long-term care 
facility provided by Medicaid because the SBP amount exceeds State income thresh- 
olds for Medicaid waiver programs and disqualifies the individual from that pro- 
gram. Please see Attachment H for a more detailed analysis of this issue by a law- 
yer who specializes in special needs trusts. 

Civilian families are able to create special needs trusts for their pennanently dis- 
abled children that preserve their access to Medicaid while providing them addi- 
tional supports that enable them to live in their communities. We believe that mem- 
bers of the military should have the assurance that their surviving family members 
with disabilities will have the same opportunities after they are gone. 

The Disabled Military Child Protection Act, H.R. 4329, was introduced in this 
Congress to correct this disparity. Unfortunately, because of a very modest cost and 
lack of a means to pay for it, the measure was not included in the House version 
of the NDAA. We request the Committee to file an amendment to be added to the 
Senate NDAA in order to resolve this issue. 
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LEGAL ISSUES 

There are a whole host of issues our military families face when trying to access 
the legal system. For military families with special needs, these primarily include 
issues related to guardianship, wills, trusts, and special education. Each one of 
these issues create significant out of pocket expenses above and beyond that of a 
typical military family. The issues are not ones that the on-base JAG officers are 
qualified to provide counsel on, and most JAG officers do not have the connections 
required to even provide a referral. 

Our families are encouraged by the Senate language regarding its support for the 
American Bar Association’s Military Pro Bono Project. We would encourage the Sec- 
retary of Defense and the DOD’s General Counsel to consider the unique issues of 
our military families impacted by special needs as they are investigating the report 
request by the Senate (detailed in Senate Report 112-173). 

DISABILITY ISSUES 

There are a variety of issues which impact the disability community as a whole, 
including our active duty military families, our veterans and retirees, and particu- 
larly our Wounded Warrior community. The Senate will soon consider the Conven- 
tion on the Rights of Persons with Disabilities. The Senate Health, Education, 
Labor, and Pensions Committee will hold a hearing on restraint and seclusion in 
our publics chools on June 30. While the Senate Armed Services Committee does 
not specifically play a role in these issues, please appreciate the fact that these 
issues are ones that our families care about and your support in ensuring these 
issues are resolved significantly impacts our military community. 

CONCLUSION 

• “Disability is a natural part of the human experience and in no way di- 
minishes the right of individuals to participate in or contribute to society.” 

These are the congressional findings from the IDEA, the Federal law that ensures 
children with disabilities are provided a public education. If the concept that having 
a disability is a natural part of our world is foreign to you, you are not alone. But 
like so many things in our world, your perception can change in a millisecond. For 
some of us, this will happen in a split second, whether that is an lED explosion or 
from the doctor telling you something is wrong with your baby. For others, it will 
be the shocking realization of the road you are about to travel as you deal with your 
MS, cancer, or Alzheimers. Smart disability policy is the right thing to do, both for 
our military families and for its positive impacts on our force’s readiness. Short-term 
thinking and budgeting will in fact have significant long term cost, whether we are 
talking about the rehabilitation of a young airmen with traumatic brain injury or 
a child with cerebral palsy or autism. Our entire society as a whole has made sig- 
nificant strides in the last four decades in supporting people with disabilities. The 
strides our society as a whole has made have been mirrored in many of the pro- 
grams within the Department of Defense and the VA. However, there continue to 
be significant stovepipes within DOD, the VA, Tricare, the individual services as 
well as individual States as opposed to an appropriate sharing of best practices and 
implementing changes needed. What we need is leadership at all levels of the chain 
of command, within Congress, and within our local communities to make change re- 
ality. 

I’ve attached a number of stories of individual military families immediately after 
this written testimony. [See Attachment I]. These are amazing Americans, who en- 
dure exceptionally tr3dng circumstances and somehow find ways to serve their na- 
tion and many times try to help others. I would encourage you to take a moment 
and get to know each of them. If you look “hero” up in the dictionary, you’d see the 
faces of these moms, dads, and their children. 

We don’t pretend to think that there are any easy tasks in front of us as a nation. 
How we deal with these tough issues will define us as a Nation. Our families appre- 
ciate the opportunity and leadership demonstrated by holding this hearing. Thank 
you to this committee for not forgetting our military families. 
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^ National Council on Disability 

An independent federal agency making recommendations to the President and 
Congress to enhance the quality of life for all Americans with disabilities and their 
families. 

Letter of Transmittal 

November 28, 201 1 

The President 
The White House 
Washington, DC 20500 

Dear Mr. President 

The National Coundi on Disability (NCD) is pleased to submit the enclosed report, 

“United States Marine Corps Exceptional Family Members; How to Improve Access to 
Health Care, Speda! Education, and Long-Term Supports and Services for Family 
Members with Disabilities.” NCD conducted this study at the request of the Manne 
Corps, which has a longstanding commitment to providing support for its Families with 
disabilities. This report is based on a study conducted within the Marine Corps 
intervlev/ing Marines and Families that have dependents that meet the requirements to 
qualify for the Exceptional Family Member Program (EFMP). 

The lifestyle of the Marine Corps Family is challenging under the best of circumstances. 
Among the challenges that military Families face are separation from their extended 
families Service Member absences, permanent changes of station moves, and the stresses 
of combat and noncombat deployments. These challenges are compounded for Families 
v/ith disabilities, referred to in the Marine Corps as Exceptional Family Members (EFMs). 

The Services have recently passed the marker of 10 plus years of armed conflict across 
the world, but most spedflcalty in Afehanistan and Iraq. Multiple deployments to these 
theaters have increased stress on all military Families, but even more on those with EFMs. 

The objectives for this study were to; 

1) Ctocument the experiences of USMC EFMP participants in acce^ng 
appropriate and effective services in health care, special education, related 
services, long-term supports, and services; 

2) Identify bam’ers impeding access to appropriate resources and services; and 

3) Develop recommendations to improve access. 

NCD conducted focus groups and interviews of Caregivers, Family Members with 
disabifities, and service providers between January 2010 and March 2010 at Marine 
Corps Base Quantico, Camp Lejeune, and Camp Pendleton. 

NCD findings indicate that EFMs and their Families face bam'ers that span the domains 
of health care, education, and long-term supports and services. Key findings include: 

• For Caregivers, navigating the health, education, long-term services 

systems, and obtaining and maintaining disability-related services require 
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relentless hani work— a process they have to start over every time the 
Family moves For some — particularly young parents, Families with more 
than one EFM, Families with a dependent with significant disabiiifies, parents 
who are themselves EFMs, and Famifies with a depioyed sponsor— it can be 
an overwhelming prospect and can be so Bme-consuming that it becomes 
■ impossible for the spouse of an acfive-duty Marine to work outside the home. 

Many Families lamented the lack of qualified health care spedaliste near 
their installations, and they struggle to obtoin timely referrals and 
appointments and make long trips to medical specialists. 

For Family Members in need of special education servioes, having to make 
frequent moves to a new school system resutts in substantial gaps in cntical 
education and therapeutic services: 

The lack of Medicaid portability across states is a si^ificant bamer to obtaining 
necessary long-term supports and services for Families with EFM dependents. 
Each time the Family moves, they have to start over on a Medicaid waiver 
waiting list and often do not live in one place long enough to quaiify. Tncare 
does not cover the same services provided under a Medicaid waiver. 


Many families are dependent on the disability-related servioes typically 
covered by ECHO, a Tricare supplemental insurance, and they worry about 
how they will pay far these services when they retire and ECHO is no longer 


These findings reveal that prompt action must be taken to improve health, ettoraflon, 
and long-term servioes for Marine Corps Families with NOD commends the 

Marine Corps for making significant improvements to their EFM program dunng the tirne 
this study was being conducted (many of which are highlighted in this r^ort). Howeve , 
many of the changes necessary to improve the supports available to military Famfiies 
with EFMs are beyond the control of the Marine Corps and may require statutory and 
regulatory changes to meet these needs. 

NCD has concluded that tar-reaching systemic change are itaeded in our hatiton's 
health, education, and long-term service systems to address the significant bamers 
taoed by EFMs. NCD thus seeks support from Congress, the military, and the 
Administration fa build the critical federal partnerships necessary to effect systemic 
chance and ensure that the men and women serving our countiy can do so knowing 
theil^amily Members with disabilities will have the supports and services they need. 

NCD commends your Administration for focusing on the needs of milita^ Farnilies, 
partiS^e launch of Joining Forces, and would welcome the opportunity to work 
with you on behalf of military Families with EFMs. 


Sincerely, 


JofiatharrM. Yotjng, J.d'! Ph.D. 

'' ^Chairman, National Council on Disability 
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112TB (X)NGRESS T T jt Ck jt t 

2i,8bssion H. K. 4o41 

To direct tbe 8ecretAi;i' of Dcfezise to establish a working groap to review 
TRICARS policn^ with respect to p r o v i din g bealth care to (duldreo and 
determine how to improve soch policy, and for other parpo8C& 


IN THE HOUSE OF REPRESENTATTVES 
March 29, 2012 

Mr Stivers (for himself, Mr. Sctoluko, and Mrs. Davis of Oahfonua) in- 
trodaced the foUamng billj which waa referred to die Committee on 
Armed Scnices 


A BILL 

To direct the Secretarr of Defense to establish a working 
. group to review TRICABE policy with respect to pro- 
viding health care to children and determine how to 
improve such poliiy, and for other purposes. 

1 Be it enacted by the Senate and House of Representor 

2 lilies cf the United States of America in Congress assembled, 

3 SECTION 1. SENSE OP CONGRESS. 

4 It is the sense of Congress that — 

5 (1) children of members of the Armed Forces 

6 deserve health-care practices and policies that — 

7 (A) are designed to meet their pediatric- 

8 specific needs; 
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1 (B) are dCTeioped and determined 

2 proactivel}'' and comprehensively; and 

3 (C) ensure and maintain their access to pe- 

4 diatric-speeiSc treatments, providers, and faoili- 

5 ties; 

6 (2) eliildren’s health-care needs and standards 

7 of care are different and distinct from those of 

8 adults, therefore the TEICARE program should nn- 

9 dertake a proactive, comprehensive approach to re- 

10 view and analyze its policies and practices to meet 

11 the needs of children to ensm’e that children and 

1-2 their families receive appropriate care in proper set- 

13 tings and avoid nimecessan’ challenges in seeking or 

14 obtaining proper health care; 

15 (3) a proactive and comprehensh'e review is 

16 necessary because the reimbui-semeiit structure of 

17 the TRICAEE program is patterned upon Medicare 

18 and the resulting policies and practices of the 

19 TRICARE program do not always properly reflect 

20 appropriate standards for pediatric care; 

21 (4) one distinct aspect of children’s health care 

22 is the need for specialty care and sendees for chil- 

23 dren with special-health-care needs and chronic- 

24 health conditions; 
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1 (5) the recpirement for specialized health care 

2 and dwelopmental support is an ongoing and serious 

3 ma,tter of day-to-day life for families with children 

4 with fecial or chronic-health-care needs; 

5 (6) the Department of Defense and the 

6 TEICAEE program, recognizing the special needs of 

7 certain children, haTS instituted special-needs pro- 

8 grams, including the EdlO program, but there are 

9 collateral needs that are not being met, generally be- 

10 cause the serrices are provided in the local commu- 

11 nify rather than by the Department of Defense, who 

12 may not always have the best tools or knoiriedge to 

13 access these State and local resonrces; 

14 (7) despite wholehearted efforts by the Depart- 

15 ment of Defense, a gap exists between linking mih- 

16 taiy families with children with special-health-care 

17 needs and chronic conditions with the resources and 

18 serviees ayahahle from local or regional highly spe- 

19 ciahzed providers and the communities and States in 

20 which they reside; 

21 (8) the gap is specially exacerbated by the mo- 

22 hility of Tnilit ary ftimlies, who often move from 

23 State to State, because special-needs -health care, 
educational, and social services are very specific to 
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1 each local commmiitT' and State and such services 

2 often have lengthy vreiting lists; and 

3 (9) the Department of Defense will be better 

4 able to assist mili tary families with children with 

5 special-health-care needs fill the gap by collaborating 

6 with spedal-health-care needs providers and those 

7 knowledgeable about the opportunities for such chil- 

8 dren that are provided by States and local oonuuu- 

9 nities. 

10 SEC. 2. ESTABLISHMENT OP ■nUCAHE WORKING GROUP. 

11 (a) Estabijbhment. — 

12 (1) In generai.. — The Secretary of Defense 

13 shall establish a working group to cany out a review 

14 of the TKTCARE program with respect to — 

15 (A) pediatric health care needs under para- 

16 graph (2); and 

17 (B) pediatric special and chronic health 

18 care needs under paragraph (3). 

19 (2) Pediatric health care needs. — 

20 (A) Duties. — The working group shall — 

21 (i) comprehensively review the policy 
and practices of the TRICARB program 
with respect to providing pediatric health 


22 
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care; 
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(ii) recommend changes to such poli- 
cies and practieeB to ensure that — 

(I) children receive appropriate 
care in an appropriate maimer, at the 
appropriate time, and in an appro- 
priate setting; and 

(IE) access to care and treatment 
provided by pediatric providers and 
children’s hospitals remains available 
for families with children; and 

(iii) develop a plan to implement such 
changes. 

(B) Eeview. — In carrying out the duties 
under subparagraph (A), the working group 
shall — 

(i) identify improvements in policies, 
practices, and administration of the 
TKICARE program with respect to pedi- 
atrie-Bpecific health care and pediatric-spe- 
cific healthcare settings; 

(u) analyze the direct and indirect ef- 
fects of the reimbursement policies and 
practices of the TEICAKE program with 
respect to pediatric care and care provided 
in pediatric settings; 
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(iii) consider case management pro- 
grams with respect to pediatric complex 
and chronic care, including whether pedi- 
atric specific programs are necessary; 

(iv) develop a plan to ensure that the 
TRICAKB program addresses pediatric- 
specific health care needs on an on-going 
basis beyond the life of the working group; 

(v) consider how the TRICARS pro- 
gram can work with the pediatric provider 
conmmnity to ensure access, promote com- 
munication and collaboration, and optimise 
experiences of military families seeking and 
receiving health care services for children; 
and 

(vi) review matters that further the 
mission of the working group. 

(3) Pkdiatbjc sfectaj. and chbonic health 

NEEDS. — 

(A) Duties. — The working group shall — 

(i) review the methods in which fami- 
lies in the TRICARE program who have 
children with spedal-heatth-care needs ac- 
cess community resources and health-care 


resources; 
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(ii) review bow having access to, and 
a better understanding community re- 
sources may improve access to health care 
and support services; 

(iii) recommend methods to accom- 
plish improved access 1^ such children and 
fiamilies to community resources and 
health-care resources, including throu^ 
collaboration with children’s hospitals and 
other providers of pediatric specialty care, 
local agencies, local communities, and 
States; 

(iv) consider approaches and make 
recommendations for the improved integra- 
tion of individualised or compartmentalized 
mnlirjil and famil y support resources for 
military families; 

(v) work closely with the Office of 
Community Support for Military Families 
with Special Needs of the Department of 
Defense and other relevant offices to avoid 
redundancies and target shared areas of 
concern for children with spedal or chron- 
ic-health-care needs; and 
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(ti) review any i-etevaat iafenaation 
learned and findings made by the working 
group under this paragraph that may be 
considered or adopted in a consistent man- 
ner with respect to improving access, re- 
sources, and services for adults with spe- 
cial needs. 

(B) Review. — ^I n carrying out the duties 
under subparagraph (A), the working group 
shall — 

(i) discuss improvements to special 
needs healtli care policies and practices; 

(ii) determine how to support and pro- 
tect femilies of members of the National 
Guard or Reserve Components as the 
members transition into and out of the rel- 
evant Exceptional Family Member Pro- 
gram or the ECHO program; 

(iii) analyze case management services 
to improve consisteniy, communication, 
knowledge, and understanding of resources 
and community contacts; 

(iv) identify areas in which a State 
may offer services that are not covered by 
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the TBICAEE program or the ECHO pro- 
gram and how to coordinate such serriees; 

(v) identify steps that States and 
communities can take to improve support 
for military families of children with spe- 
cial health care needs; 

(■vi) consider how the TBICARE pro- 
gram and other programs of the Depart- 
ment of Defense can work with specialty 
pediatric providers and resource oommu- 
nities to ensure access, promote eommu- 
nication and collaboration, and optimise 
experiences of military families seeking and 
receiving health care services for their chil- 
dian with special or chronic health care 
needs; 

(vii) consider special and chrome 
health care in a comprehensive manner 
without focus on one or more conditions or 
diagnoses to the exclusion of others; 

(vin) focus on ways to create innova- 
tive partnerships, Unkages; and access to 
information and resources &r military 
families across the spectrum of the special- 
needs eommnnily and between the medical 
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1 conuuanity and the family sopport commu- 

2 nity; and 

3 (ix) rerievr matters that farther the 

4 mission of the working group. 

5 (b) Membership. — 

6 (1) Appointments. — The working group shall 

7 be composed of not less than 14 members as follows: 

8 (A) The Chief Medical Officer of the 

9 TEICARE program, who shall seiwe as chair- 

10 person. 

(B) The Chief Medical Officers of the 

12 North, South, and West regional offices of the 

13 TBICARE program. 

14 (C) One individual representing the Army 

15 appointed by the Surgeon General of the Army. 

16 (D) One individual representing the Navy 

17 appointed by the Surgeon General of the Navy. 

18 (B) One individual representing the Air 

19 Force appointed by the Surgeon General of the 

20 Air Force. 

21 (P) One individual representing the re- 

22 gional managed care st^iport contractor of the 

23 North region of the TKICAKE program ap- 

24 pointed by such contractor. 
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1 ((?) One mdivi<3na] representing the re- 

2 gional managed care support contractor of the 

3 South region of the TRICARE program ap- 

4 pointed by such contractor. 

5 (H) One individual rqiresenting the re- 

6 gional managed care support contractor of the 

7 West region of the TRICARE program ap- 

S pointed by such contractor. 

9' (I) Not more than three individuala rep- 

10 resenting the non-profit oiganization the MIH- 

1 1 taiy Coalition appointed by such organization. 

12 (J) One individual representing the Amer- 

13 ican Academy of Pediatrics appointed by such 

14 organization. 

15 CK) One individual representing the Na- 

16 tional Association of Children's Hospitals ap- 

17 pointed by such organization. 

18 (L) One individual representing military 

19 families who is not an employee of an organiza- 

20 tion representing such families. 

21 (M) Any other individnal as determined by 

22 the Chief Medical Officer of the TRICARE pro- 

23 gram. 

24 (2) Tsbms. — E ach member shall be appointed 

25 for the life of the worfcing group. A vacancy in the 
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1 worKng group shall be filled in the manner in ■which 

2 the original appointment ■was made. 

3 (3) Tea'FEL expenses.' — ^E ach member shall 

4 recehfe travel expenses, including per diem in lieu of 

5 subsistence, in accordance ■with applicable pro-risions 

6 under subchapter I of chapter 57 of title 5, United 

7 .States Code. 

8 (4) STJkTp. — The Seeretarj^ of Defense shall en- 

9 sure tlrat employees of tlie TEICABE program pro- 

10 idde the ■working group ■with the necessary .support 
IP to carry’ out this section. 

12 (c) StEETINGS. — 

13 (1) ScHEDTTr.E. — Tlie working group shall — 

14 (A) convene its first meeting not later than 

15 60 days after tlie date of the enactment of this 

16 Act; and 

17 (B) convene not less than four other times, 

18 (2) Form. — A ny meeting of the working group 

19 may be conducted in-person or through the use of 

20' video conferencing. 

21 (3) Quohptm. — S even members of tlie ■working 

22 group shall constitute a quorum but a lesser number 

23 may hold hearings. 

24, (d) PowtERS. — 
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(1) Hearings .uro testwont. — The workrog 
group may, for the purpose of carrying out this Act, 
hold public or private hearings, sit and act at times 
and places, take witten or oral comments or testi- 
mony, and receh'e evidence as the working group 
considers appropriate. 

(2) OEFTClAt, iNPORtUTTON. — The working 
group may secure directly fi-om any department or 
agency of tlie United States information necessary 
to enable it to cany^ out this Act. 

' (3) Mints. — The working group may use the 
United States mails in the same manner and under 
the same conditions as otlier departments and ageu- 
de.s of the United States. 

(e) CONSrtrLTATION. — 

(1) Adyicb. — With respect to carrying out the 
review of the TRICARE program and pediatric spe- 
cial and chronic health care needs under subsection 
(a)(3), the working group shall seek counsel from 
the foUoiring indiriduals acting as an expert advisory^ 
group: 

(A) One individual representing the Exoep- 
tioual Family Meiiiber Program of the Army. 

(B) One indiridoal representing the Excep- 
tional Family Member Program of the Navy. 
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(C) One individual representing tiie Excep- 
tional Family Member Program of the Air 
Force. 

(D) One indhidnsl representing the Excep- 
tional Family Member Program of the Marine 
Cor[js. 

(E) One individual representing the Office 
of Commumlj' Support for MiEtaxy Families 
with Siwcial Needs. 

(F) One individual who is not an employee 
of an organization representing militarj' families 
shall repre.sent a military family with a cluld 
with special health care needs. 

(G) Not more than three individuals rep- 
re.sentLng organizations that — 

(i) are not otherwise represented in 
this paragraph or in the working group; 
and 

(ii) possess expeidise needed to carry 
out the goals of the working group. 

(2) Comiemts.— With respect to carrj'hig out 
the review of the TBIGAEE program and pediatric, 
special and chronic health care needs under sub- 
section (a)(3), the working group shall invite and ac- 
cept comments and testimony from States, local 


4S41 IH 
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commtiiiities, national special needs adrocacy 
gi'oups, educators, pediatric-kealtli-eare pro-riders, 
and militaiy familj' advocates. 

(f) Repoets Required.— 

(1) Report.— N ot later tkan 12 months after 
the date on which the working gronp convenes its 
first meeting, the working group shall submit to the 
oongi-essional defense committees a report includ- 

ing— 

(A) any changes described in subsection 
(a)(2)(A)(ii) identified by the worldug group 
that — 

(i) require legislatiou to cany out, in- 
eluding proposed legislative language for 
such changes; 

(ii) require regulatioirs to cany out, 
including proposed regulatoiy language for 
such changes; and 

(ill) may be earned out without legis- 
lation or regulations, including a time line 
for such chajiges; end, 

(B) steps that States and local eoirnnu- 
nities may take to improve the esperiences of 
military feinilies with special-needs children in 
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1 interacting -with and accessing State and local 

2 community resources, 

3 (2) FlKAIi REPORT.— Not later than 18 months 

4 after the date on which the report is submitted 

5 under paragraph (1), the working group shall sub- 

6 mit to the congressional defense committees a final 

7 report including — 

8 (A) any additional infonnation and up- 

9 date.s to tlie r^ort submitted under paragraph 

10 ( 1 ); 

11 (B) information with respect to how tlie 

12 Secretaiw of Defense is implementing the 

13 changes identified in the report submitted 

14 under paragraph (1); and 

13 (C) information with respect to any steps 

16 described m subparagraph (B) of such para- 

17 graph that were taken by States and local oom- 

18. munities after the date on which such report 

19 was submitted. 

20 (g) Termination. — ^T he working group shall termi- 

21 nate on tire date that is 30 daj's after the date on wliich 

22 the working group submits the final report pursuant to 

23 subsection (f)(2). 

24 (h) Definittonk. — I n this Act: 
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1 (1) The term “children” means dependents of a 

2 member of the Armed Forces 'who are — 

3 (A) individuals who have not yet attained 

4 the age of 21; or 

5 (B) individiials who have not yet attained 

6 tire age of 27 if the inclusion of such depend- 

7 ents is applicable and relevant to a program or 

8 poli<y being reviewed mider this Act. 

9 (2) The term, “congressional defense cjommit- 

10 tees” has the meaning given that term in section 

11 101(a)(16) of title 10, Ilnited States Code. 

12 (3) The term 'TECHO progi-am” means the pro- 

13 gram estabh'shfid puiauant to subsections (d) 

14 tlirough (e) of section 1079 of title. 10, United 

15 States Code (commonly referred to as the “Extended 

16 Care Health Option program”). 

17 (4) The term “TRICAKB program” means the 

18 managed healtli care program that is established by 

19 the Department of Defense under chapter 55 of title 

20 10, United States Code. 


O 
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June 13, 2012 

The Honorable Steve Stivers 
U.S. House of Representatives 
Washington, DC 20515 


The Honorable Susan Davis 
U.S. House of Representatives 
Washington, DC 20515 


March of Fcundcitioo 

Office of Govetr/inen! A,ffairs 



mar chofdjnies.com 
nacerssno.org 


Tlie Honorable Bobby Schilling 
U.S. House of Representatives 
Washington, DC 20515 


Dear Representatives Stivers, Davis, and Schilling: 

The March of Dintes, a unique collaboration of scientists, clinicians, parents, members of the business 
communitY, and other volunteers affiliated virtth 51 chapters representing every state, the District of 
Columbia and Puerto Rico, is pleased to endorse H.R. 4341, the TRICARE for Kids Act, a bill to ensure that 
all military families and children receive the essential health care services they need. 

The TRICARE program covers 9,6 million lives, induding children and families of active duty soldiers. 
Unfortunately, because TRICARE utilizes a reimbursement structure based on Medicare, it often adopts 
policies and practices from Medicare that do not address the unique health care needs of children. 
Moreover, despite the best efforts of the Department of Defense, mllrtaiy families with children with 
speciai health care needs and chronic conditions often have difficulty accessing resources and services 
from local or regionally specialized providers. This problem is further exacerbated by the mobility of 
military families, who must repeatedly locate and obtain specialized health care service in unfamiliar 
geographic regions as their assignments change orthey are deployed. 

The TRICARE for Kids Act seeks to better shape the policies and practices of TRICARE to meet the needs 
Qf children, including those wrth special health care needs or chronic illnesses. If enacted, the bill would 
convene a working group with a wide range of expertise in children s health and health care to 
systematically review TRICARE's policies and practices and make recommendations for improvements. 
The working group would also work with specialty providers of children's health care and support 
services to better connect milrtary families to state resources for children with special and chronic 
health care needs. 

Our nation's soldiers and their families have made tremendous sacrifices for the sake of our country. It Is 
our duty to ensure that these families receive the health care that best meets their needs. The TRICARE 
for Kids Act will help make this possible. We look forward to passage of this important bill. 

Sincerely, 






Cynthia Pellegrini 

Senior Vice President, Public Policy & Government Affairs 


march 


of dimes 
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FEHB Program Carrier Letter 

An Fee For Service Carriers 

U^. OfBce of Fersoanel Man^meDt 
Healthcare and Iiffimiice 

Letter No. 2012-12(c) 

Fee-for-service [11] Experience-rated HMO [n/a] 

Date: Aprfl 19, ZD12 

Community-rated HMO [n/a ] 


Subject: 2013 Technical Guidance and Instructions for Preparing Proposals for 
Fee-For-Service Carriers 


P pHasM are the technical guidance and instructions for preparing your benefit proposals fin- the 
contract term January 1, 2013 through December 3 1, 2013. Please refer to our annual Call Letter 
(Carrier le tter 2012- 09) dated March 29, 2012 for pohcy guidance. Benefit policies fiom pnor 
years remain in effect urdess otherwise noted. 

This year’s deadlines are as follows: 

. No later than May 31, 2012: Please send your complete proposal for benefit changes 
and clarifications to your contract specialist on a CD-ROM (or other electronic meam) m 
addition to a hard copy. Your proposal should include corresponding language descnbmg 
all proposed brochure changes. Your OPM contract specialist will discuss your proposed 
benefits and finalize negotiations in a close-out letter. 

• Within five business days following receipt of close-Out letter or by date set by your 
contract specialist: Please send him/her an electronic version of your fiilly revised 2013 
brochure. See Attachment VI; Preparing Your 20 1 3 Brochure. 

Carriers are strongly encouraged, as always, to follow our guiding principles of affordabil'^ and 
value based benefit design when preparing proposals. This year you will see an increased focus 
ou quantitative data which we need to measure each plan’s overall performance. For some itons, 
we ask for historical data to establish abaseline for performance reviews. In additfon, we 
appreciate' your continued timely efforts to submit benefit and rate proposals and to produce and 
distribute brochures. 

Enclosed is a checklist (Attachment XVI) showing all the information to include with your 
benefit and rate proposals. Please return a completed checklist with your submission . 

We look forward to working closely with you on these essential activities to ensure a sucoessfiil 
Open Season again this year. 

Sincerely, 


John O’Briai 
Director 

Healthcare and Insurance 
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Preparing Your Z013 Benefit Proposal 

Your benefit proposal must be complete. Timeframes to conclude benefit negotiations are firm 
and we cannot consider late proposals. Your benefit proposal should inchide: 

• A signed contracting official’s form (Attachment I); 

• A plain language description of each proposed change (Attachment II) and revised 
language for your 2013 brochure; and 

• A plain language description of each proposed clarification (Attachmmit HI) and revised 
language for your 2013 brochure. 

If you anticipate significant changes to your benefit package, please discuss them with your 
OPM Corrtract Specialist before preparing your submission. 

As stated in the 20 1 3 Call Letter, our three primary initiatives this year are: 

• Implementing additional requirements under the Affordable Care Act; 

. Improving the delivery and cost efficiency of prescription drugs; and 

• Advancing quality of care principles. 


I. CALL LETTER IMTIATIVES 


A. Implementing the Affordable Care Art 

Lifetime and Annual Limits on Essential Health Benefits 

FEHB plans have historically not imposed lifetime limits and we will continue to enforce this 
requirement 


In addition, FEHB plans are expected to eliminate annual limits on essential health benefits 
(EHB), regardless of grandfathered plan status. 


On December 16, 20 11, the Department ofHealtii and Human Services (HHS) released a Bulletin 
flmn-//cciin.cms.Pov-/resources/fil e s/Files2./1216201 1/e5sential liealth beneths buHetin.pdJ) 
describing its approach to define EHB under the Affordable Care Act On Febreaiy 17, 2012, mS 
issued a FAQ nmn-/7r.riin.cms.Lmv/resoiirces/nies/ F ile s2 /02l720l2/ehb-raq-S08.pdf) to provide 
additional guidance on the subject. 


Information Required for Proposal: Attachment IV- Lifetime and Annual Limits on 
Essential Health Benefits 


2, Clinical Trial Coverage 

FEHB plans are expected to comply with certain coverage requirements for clinical trials n^ 
year, in advance of required implementation for 20 14, regardless of grandfathered status. The 
requirranents are described in detail in Attachment V. 


2 
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Inibrmatiort Required for Proposal: Attachment V- Clirucal Trial Coverage 

3. Preventive Services 

Last year, we requested FEHB plans to eliminate cost-sharing for all recommended in-netwoik 
preventive services, immimizatians, screanings, tobacco cessation services and medications. 
Please check the latest posting by the Advisory Committee on Immunization Practices (ACIP) at 
hrfn:/Vvsw\\.cdc.gov/vaccines,'nuhs/ACIP-list-bv-date.htm for the full list of required vaccinations 
as some have changed. Note that, unless otherwise specified, plans must cover these 
requirements no later than the start of the plan year which follows the year in which the 
recommendation becomes effective. 

Plans must submit proposals that cover preventive services, including birth control, with no cost- 
sharing, regardless of grandfathered status. The Affordable Care Act adds new preventive 
services requirements for 2013 that go beyond recommendations of Ihe.United States PrevCTitive 
Services Task Force. See hUni/Avw-w.hrsa.uov/womensuuiddines/ . 


Information Required for Proposal; Attachment VI- Preventive Services 

4. 2013 Brochure 

FEHB plans are required to provide a "Summary of Benefits" for 2013, in advance of required 
implementation for 2014, regardless of grandfethered status. To evaluate our “Going Green" 
goals to help reduce FEHB administrative costs, please provide your cost savings information on 
die worirsheet provided. You will receive additional guidance in a forthcoming carrier letter. 

Monnation Required for Proposal: Attachment VU-Preparing Your 2013 Brochure 

5. Grandfathered Flans 

You only need to complete the certification for <^>tions that you anticipate will remain 
grandfetoered for plan year 2013, based on benefit changes. Please read the rertification 
carefully as it lists specific regulatory requirements that allow a plan to remain grandfathered 
under the Affordable Care Act We will confirm requested grandfather status once final benefits 
and rates are negotiated. 

Note: If one or more of your plan options was grandfathered in 2012, but will no longer 
meet regulatory requirements for 2013 then all Affordable Care Act requlremeufs for non- 
grandfathered plans must be met in 2013. 

Information Required for Proposal: Attachment YOI-Grandfathered Status Certification 


3 
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B. rtie & Cost of Frescriptioa Medicat ions 

OPM continues to explore innovalive mefliods to t^ phannacy speocfag aid to 
develop effeaive prescription drug management without cost shying or burdemng 
mcm^. The rate proposal, which you will receive separately, has our phannacy data 

request. 

Information Required for Proposal: 

. Describe effective prescription drug management without cost shifting or 
burdenmg enrollees; 

. Describe proposals to implement specialQ' drug programs that manage these 

. She how you are managing the control of drug administrative costs such as 
dispensing fees; and 

. Cmnplete Attachment TX for four issues below. 

(1) fieneric Medications 

OPM's target for 2013 is to achieve an overall FEHB avera_ge generic dispensing r^e of at least 
75 percent. The Generic Dispensing Rate (GDR) is defined as the percentage of tota 
prescriptions filled with generic drugs. 

(2) Snerialtv Pharmacy 

OPM’s target is to stabilize the growth and cost of specialty dnigs by keeping cost trends below 
the industry average of H to 20 percent. 

P) Pharmacy Benefit Manager s Accreditation 

FEHB plans should provide the hipest quality phannacy services to F^eral employees, ret^ 
SdrZilies as demonstrated by the accreditation status of their pharmacy benefit managers 
(PBMs) or pharmacy components. 

Srriers*"rir^vid?Swtoteeline data on the admim^afive to in their 
contracts andTscribe how they intend to mitigate inflation in Examples are 

dispensmg fees for generic drugs, brand name drugs, and for specialty drugs. 

C, Advancing Quality of Care 

1. Quality 

OPM supports enhanced care coordination and the principles underlying patent cent^ 
mIficalSmes (PCMH). To the greatest extent possible, we en^rage p^cipmion m p^te 
offered bv emtoc cff other Federal agencies, including the Comprtdiensive Primary Care (CTC) 
initiative sponsored by the Centers for Medicare and Medicaid Innovation Center. Read about 
this imoortant initiative at 
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hnD:/V\^~ww.innovatinns.cm5.gov/initiative5/Compre h ensive-Primar.v-C.are-Tnitlativ e /index,h^ 

We invite stju to propose arrargements through which your FEHB members can participate in 
the new CPC activities. 

TnformaP'on Required for Prt^osal: Attadiment X-Quality of Care: PCMH 

Additionally, we support lie goals of die HHS’ Partnership for Patients, Better Cam, Lower 
Costs to reduce hospital readmissions by 20 percent and decrease preventab l e hospital acquire d 
conditions by 40 percent when compart with 2010. We expect that you will make concerted 
efforts to improve the quality and safety of health care by addressing both those concerns. 

Note: Plans will receive separate guidance in a forthcoming Carrier Letter describing how 
to measure applicable rates for FEHB populations. 

We seek to eliminate elective deliveries before 39 weeks’ gestation to reduce prem^urhy md 
adverse neonatal outcomes. We encourage you to describe mitiatives st^portit^ this goal in 
your braiefit proposal, including those in place through your plan, participating hospitals or 
network providers. 

Note: The forthcoming Carrier Letter regarding readmission and preventable conditions 
will include data requests reflecting maternity care and prematurity. 

2. WePness 

In your proposal please describe all wellness programs you intend to offer - including any 
quantitative data or other measures of their ef^tiveness - that can improve employee 
productivity, enhance healthy lifestyles and lower long-term heaJthcare costs. 

FEHB plans are expected to continue programs to manage obesity as part of them focus on 
members’ heal* and wellness. Your 2013 benefit proposal should update weight m^agement 
coverage to ensure that enrollees receive all appropriate support to achieve and sustain a 
healthier weight. 

Information Required tor Proposal: Nanative infbnnation on all wellness programs witii 
outcome 4ata and Attachment Xl-Weighl Management 

n. BENEFITS & SERVICES 

A. New Guidance; Coverage of Applied Behavior Analysis (ABA) 

The 0PM Benefit Review Panel recently evaluated tiie status of Applied Behavior Analysis 
(ABA) for children with autism. Previously, ABA was considered to be an educational ^ 
hitev^ion and not covered under the FEHB Program. The Panel concluded that there is now 
sufficient evidence to categorize ABA as medical therapy. Accordingly, plans may propose 
benefit packages which include ABA. 

Information Required for Proposal: Describe what benefit package you intend to offer and 
describe how you wiTl delivra- these services through appropriate providers. 
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B. Besefit Changes 

Your proposal must include a narrative deseription of each proposed baiefit ctoge. Hease use 
Attachment II as the template to submit benefit changes; You must show all ehmges, however 
cmnllj thm.result in an increase or decrease in benefits, even if there is no rate change. 

We expect you to answer eadi of the foUowmg questions in worksheet format for ea* popos^ 
benefit change. Indicate if a particular question docs not apply and use a separate page for each 
change you propose. We will return any incorrectly formatted submissions. 

Information Required for Proposal; 

• Describe the benefit change completely. Show the proposed brochure langu^, 
including the ‘How we change for 2013” section In “plain langu^e” ®mg the active 
voice and written from the member’s perspective. Show clearly how &e change will 
affect members and dw complete rmge of the change. For instance, if you propore to 
add inpatient hospital copays, indicate whether the change will also apply to inpatient 
bospitS^adons under the emergency benefit If there are two or more changes to the 
same benefit, please show each change dearly. 

• Describe the rationale or reasoning for the proposed benefit change. 

. State the actuarial value cf the change and if it change represents an increase 

in fa) the existing benefit and (b) your overall benefit package. If an descnb 

wheier any other benefit offiets your proposal. Include the cost impact offte chmge as 
a biweekly amount for the Self Only and Self and Ff«!y rates. If there ts 
impact’ or if the proposal involves a “cost trade-ofF with another benefit, indicate win 
result is applicable, i.e. no cost or trade-off. 

C, Benefit Clarifications 

Clarifications are not benefit changes. Please use Attachment HI as the relate to 

submit all clarifications that better explain to members how a benefit is covered. 

Information Required for Proposal: 

. Show foe cmient and proposed language for each proposed clarification ^d 

reference all portions of the brochure it affects. Prepare a separate ^ortoi^et 
for each proposed clarification. You may combine more than one cimfication 
for the same benefit, but you must present each one clearly on the worksheet. 
Remember to use plain language. 

• Explain the reason for the proposed clarificaiion. 

D. Continued Focus from Previons Years 


1, TTealth & Wellness 
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We continue to encourage you to offer financial inoentives to rairollees who (a) ora^lete a 
health risk assessment or biometric assessment or (b) participate in wellness activities or 
treatment plans to improve their health status. 

Information Required for Proposal: Attachment XII-Health & Wdlness 


2. Increase FEHB providers 

We continue to encourage you to increase the number of health care providers in FEHB plan 
networks who are board certified or have training in geriatrics. 

Information Required for Proposal: Attachment XHl-Geriatnc Providers 

3. Affinity Producfa 

We encourage you to add products on the “non-FEHB” page of your, plan brochure that may be 
ofiiiterest to members and ineligible family members, especially individual policies for domestic 
partners as well as for members who may seek additional insurance products, such as short-term 
disability. 

Information Required for Proposal: Attachment XIV-Affmity Products 

4. Ornan/Tissne Transplants 

We have updated the guidance on origan/tissue transplants which we provided in last year s 
tedinical guidance. When a carrier determines that a transplmt service is no longer 
experimental, but is medically accepted, you may begin providing benefits coverage at that tune. 
Carriers are not obligated to wait for the next contract year before they begin providing such 
benefits. We have updated the following table in Attachment XV: 

• Table 1-OPM's required list of covered organ/tissue transplants. Although we no longer 
require coverage for autologous transplants for breast cancer, plans may continue to offer 
it. 

Information Required for Proposal: Attachment XV: 2013 OrganHTssue Transplants and 
Diagnoses 

5 . Describinp Prescription Drug C n-Pavs in the Guide to Federal Beneti te 

Plans that use levels or tiers to denote different prescription drug co-pays must clearly describe 
fee coverage and difference between each level or tier in fee 20 1 3 brochure. The 201 3 Guide to 
Federal Benefits will illustrate fee prescription drug co-pays at the following levels. 

. Level I - generally includes generic drugs, but may include some brand formulary or 
preferred brands. Usually represaits the lowest co-pays. 

• Level n - generally includes brand formulary and prefened brands, but may include 
some gaierics and brands not included in Level 1. Usually represents brand or middle- 
raage co-pays. 
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• Leyel III - may include all other covered drugs not on Levels I and H l.e. non-formulary 
or non-preferred and some speaalty drugs. 

If your plan has more than feree co-pay levels for prescr^on drug coverage, please work with 
your 0PM Contract Specialist to ensure that we accurately reflect your coverage m ftie 2013 
Guide to Federal Benefits, 
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OFTICB OF THE DlHECrOR 


UNITED STATES 

OFFICE OF PERSONNEL MANAGEMENT 
VASUIN'OTON, DC SWIS-oOfll 

Mi 2 7 ?!X5 


'rhc llcnorahlc Christopher Smith 

U.S. House of Representatives 

Washington, DC 20515 
Dear Representative Smith: 

Thank you for your recent communrcalion eoiiceminfi applied analysis (ABA) for 

autism. You asked that the Office cifPersonncl Management (0PM) direct the Federal 

Employex-s Health Benefits (FEHQ) Procram carriers to provide uifomianon on the extent of 
their coverage for therapies such as AB.A. 

0PM has conducted an extensive literamrc review on ABA and corsulled with medical experts 
mlhis field. Wliile it appears that ABA is considered a promising behavinral mtervenlion 
dienipv for auiism, Uicrc is no strong scientific evidence of its benefit- A National I. ibrary □ 
Medicine "Medline' search of the scientific literature from 1966 to prcscitt revealed no 
c!Se,iccd-based arfieles on behavioral therapy of autism. The cmront evidence rests on small 
numbers orcliildrcn with aiilisra treated over several years. ^A has not yet been proven in 
randomir-ed experimental trials and is considered to be experimental or mvestigalional. 

'niercfore. benefits coverage under tlie FEHB Program is not available. 

The \mericaii Academy of Pediatrics and the National Research Council indicate that more 
replicative studies with improved methodology are needed before ABA can be_r^omnncmd^ for 
alUulisue children. Tlie National InsliLute of Mental Healtlt reported in Apnl .OOd. 
is beginning to show that specific medical and hehavioral treatments and combinatioits of these 
treatLnts, are effecuve in ameliorating various problems that are often associated w.i h au ism. 
Furtlicr researcli is reeded to fully evaluate the efficacy and effectiveness of such Irealmenb,. 

In May 2004. the National Instilules of Health's Iirteragcncy Autism Coordinating Coi^ittee 
reported that ••Randomized eoutrolled trials of behaving intervenhons arc also needed, as well 
iiii ouiconiL' measures for behavioral treatmcjit studies. 

linder its mental healtli coverage, the Federal Employees Health Benefits (FEHB) Program 
orovidcs benefits for sendees related to autbrn as it does for medical conditions. For examp e, i 
a specific service (e.g., speech therapy) is covered by a FEHB Plan, the semce emnot be 
excluded if it is prescribed to treat autism. These mental health benefits, ^ng with pre- 
authorization requiremenh;, limilalions, and exelu-sions of services considered expenmental or 
investigational are described in each carrier's plan brochure available during open season. As 
Willi ait type of sendee (medical or mental), regardless of the condition, 0PM cannot authonze 
benefits for services iliat are considered to be experimental or investigational. 
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The Honcu^le Christopher Smith 

Ii is OPM's most sincere hope that one day randomized trials will demonstrate ABA to be an 
efTcctive course of treatment for autism and no longer be considered investigational. 0PM has 
great empathy for the families affected by this tragic disorder, and regret our decision could not 
be more favorable. 

I appreciate the opportunity to respond to your interest m this matter. 


Sincerely, 



‘ Department orHcddi and Tfomsn Service, National tnstitmes of HmUH, National Instctute of Mmtd Health, 
Congressional Appropriations Commiiiec Repofl on the Stale of Autism Research, April 2004. Pg. 16. 

■ Department of Health and Human Services. Inlcnigcncy .Autism Coordinating Commillee, Meeting Highlights, 
May il,20M. National InstituLu of Health, Pg. 3. 



377 


Attachment F 

201 1 Ltr to Assistant Secretary Posny 



378 


Dr. Alexa Posny 

Assistant Secretary for Special Educatioa and Reliabilitative Services 
United States Department of Education 
400 Maryland Avenue, S.W. 

Washington, D.C. 2D202 

Dear Assistant Secretary Posny; 

We are active duty membets and/or their spouses who have a child with a 
disability who receives special education services under the Individuals with 
Disabilities Act (IDEA). We request that the Department of Education 

via your office investigate a number of saious issues related to the ability of 
military children to receive appropriate services in our nation’s public schools. 

There ate over 150,000 military children impacted by a disability (many more if 
you count Reserves and Guard families). The root of our problem is that military 
orders and requirements cause military families to move more often than the 
general public. We move both due to short term training and deployments (6 
months to 1 year) and normal military transfers (every three years on average). It 
is not uncommon for milit ary famihes to relocate 15 or more times in a 20 ysM 
career, generally across state lines. WhHi we move, our children with disabilities 
are impacted and they often fall behind at school. Families and children must 
adjust to new lEPs, new staff and new programs. At a time when they need inore 
savices due to the transition, a number of famihes find that the new school district 
significantly cuts their child's services or alters them to the child’s detriment. 

Some districts deny the child accommodations they had through their previous 
school district Some of these districts seem to be aware that families will moTO 
soon again, and have little ability to protect themselves (once a femily moves, it 
ma y be difficult to bring due process). We wish to recognizB that there are school 
districts that provide excellent services to military children with disabilities and 
man y individual teachers and staff who go above and beyond in providing 
effective educations to military children. These staff and schools are heroes to the 
fiimilipa they serve. But still these problems persist with a number of school 
districts. 

There are five significant issues for your consideraticm. 

First, contrary to IDEA 2004, duldren who move into new school districts do 
not necessarily receive services comparable to those in their prior lEP. 20 
U.S.C. 1414 (d)(2)(CXi)(II) of IDEA states “the local educational agency shall 
provide such child with a fiee appropriate pubHc educatron, including services 
comparable to those described in the previously held lEP ” Replatoty 
Commentary states that “comparable” was intended to mean “similar or 
equivalent” to the old lEP [71 Fed Reg. 46681 (2006)]. But, it has been our 
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experience that some school districts ignore the commeatary. Ihis is because the 
commentary is not legally binding, and school districts have told parents this when 
they cite it But regulations are binding and making the commentary part of fee 
regulation would be a significant step toward solving fee problem. A number of 
families find that feeir child’s services are cut significantly and accommodations 
and modifications are not provided. Assistive technology needs may not be 
recognixed across districts, forcing students to learn new program.^ and 
computerized devices with each move. As one example, military parents of a 
child with hydrocephalus and associated issues moved from Texas to Alab ama for 
a required 10 month milit ary training program. The new Alabama district reduced 
the child’s services by half , effectively ignoring the Department of Education’s 
commentary. Since fee famil y was in Alabama for such a short period, they had 
little recourse. Their story is included firom the September 2009 edition of 
Exceptional Parent Magazine We ask for three things wdfe regard to this section 
of IDEA 2004. 

We ask that fee regulatory commentary should be made part of the regulations. 
There are school districts that ignore fee commentary because it is not binding. 
Regulations arc legally binding and. everyone must follow tiiMn. Most famili es do 
not even know about fee Commentary or feat they need to go find an August 2006 
Federal Register notice to access it Most schools and families simply focus on 
fee regulations. Military families, often with a family member deployed or 
otherwise serving feeir country, often find it difficult to take on advocacy for their 
rbild on top of everything else. Consequently, we would be grateful for clearer 
regulations. 

Pending this regulatory reform, we would request focused, clear guidance be 
issued to school districts and State Education^ Agaicies. It would be most 
helpful if the new school district fully understood the requirement to provide 
similar or equivalent services, per the previously agreed to lEP from the losing 
school district. 

Third, we hope that guidance can be developed around evaluation needs related to 
this part of IDEA- IDEA 2004 appears to surest that an LEA needs to conduct 
an evaluation before writing an lEP. 20 U.S,C. § 1414 (d)(2)(C)(T)(II). This further 
delays services, as statffi go through the evaluation period. Districts get 60 days to 
write tEPs unless states set tiieir own deadlines, and some deadlines exceed 60 
days. After this, there is a delay before fee lEP is written, and then a slight delay 
again for implementation. It seems tiiat districts should be urged to adopt 
assessments that have already been conducted, wMch would save LEAs money. It 
wastes resources to conduct the same assessment twice in a year, merely because a 
child moves. 
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Second, military families moving school districts face difflcnlty with 
evahiations. As mentioned pres'iously, state evaluation periods can vary from 60 
days to much longer. For military children who move in the middle of the 
evaluation, the delay in services can become appalling. One military femily noted 
that they notified Child Find in late h&rch in one state. Only to eventually be 
provided a lEP and services in another state in late October. We would ask that 
yon clarify in regulations and in guidance that 20 U.S.C. 1414(a)(1)(C) requires 
the evaluation timeline to begin from when the child is first evaluated in the old 
district. Some districts take the position that it does riot 

Third, the protections in IDEA for moving families are limited to mores 
during the “school year.” Because military families move during the summer, 
LEAs refuse to implmait their old IBP or provide similar or equivalent services. 
They simply read IDEA 2004’s protections for families which move as 
inapplicable, since the famil y moved in the summer. We urge you to clarify that 
the intent of IDEA, even with summer moves, is for school districts to implement 
comparable, meaning similar or equivalent, lEPs. 

Fourth, we’d request that coordination be conducted between the 
Department of Education and the Department of Defense regarding the above 
investigation. Many times, a military child who needs to access special education 
will transition from a public school to a DoDEA school or vice versa. Our 
families need both entities to be on the same page to ensure our children receive 
an appropriate education. 

Fifth, school districts know that military families are a transient population 
and that the large majority are unable to effectively access IDEA’S 
procedural safeguards (most notably the due hearing process), due to cost 
and timeliness issues. This creates incentives for some school districts to deny 
services and refuse to negotiate. Many times, famihes who move give up certain 
due process rights, except those related to compensatory education. Moreover, 
military families, with one qjouse deployed or otherwise serving the country, are 
already stretched to the breakup point without considering the extensive time and 
energy required to advocate for our children who access special education. We 
would request that the Department of Education, in accordance with Presidential 
Directive No.9 “Strengthening our Military Families”, consider regulations and 
guidance on wa 3 ^ to help military famili es impacted by their child’s disability, 
particularly relied to transitions and procedural safeguards. It is directly in line 
with the Directive’s “Priority #2: Ensure excellraice in military children’s 
education and their development" that clear guidance should be provided on the 
requiremaits that schools must implement for military families and their cluldren 
who access special education. 
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We would request you consider the following documents as supportive of our 
comments: 


• GAO Study: Edacation of Military Dependent Students: Better 
Information Needed to Assess Student Performance 
nittD://www.gao.gov/Droducts/GAO-ll-231> 
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Attachment G 

USMC Family Programs Briefing 
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For HQMC Contact Information 


htro5:.//www.manpDwer.usmc.mil/Dortal/D3ee/porta!/M RA HOME/MF/F Farnt!v%2DCare 


“Keeping Faith” 



“Keeping Faith" 
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FAMILY CARE PROGRAMS (MFY) Strategic Concepts 


EtthimdRg Marines and their families' quality of life through programs that 
provide, support, or facilitate, care and services fr^ ctdidren, youth and teens 
and exceprionai family members 


STRATEGIC BJ fiAeEMBrr 

^^ULLIMCLUSIONIH 
CHILDREN, YOUTM AND THEN 
PROGRAM 

•INC^^tEASE CHILD CARE 
CAPABIUTTES 

^?EV1EW AMO IMPROVE 
CAPABfUTtES OF SOHCTOL 
LIAISON F^ROORAH 

•INCREASE CAPABIUnES OF 
EXCEPTIONAL FAMILY 
MEMBER PROGRAM 



Tfte Fimily Care ararrcft was es<aW^s/^erf to 
align natural worktnq youps, Fao^y Cars is 
migrating and raorganizirtg to expto/f all 
capabilities and eiimlnate redundancies. 



“Keeping Faith” 


CYTP- Inclusion Services 


A Primary Focus for MC CYTP 

CDC Nurses hired to serve CVTP at over 70* of MC installations with 
100* goal. Ttie Marine Corps CYTP benefitted from training and 
technical assistance offered through a Ms Included Together (KITI 

program, contracted by DoD to provide installation staff with 

professional technical assistance and partnership with the Exceptional 
Family Member Program and the School Liaison Program to meet the 
individual needs of children with specific disabilities and challenging 
behaviors. 



A Diabetes Managenient Pilot Program was also successfully 
Implemented at three pitot sites to promote and ensure safety and 
support for children with diabetes in CVT?. CYTT> nurses were hired to 
support the spedal medical needs of children enrolied In and to provide 
increased awareness and training for CYT? staff. 


Behavior Specialists. During 2012, the Marine Corps is adding another 

crlticafcapabllitytosupportthemdLislanafslIchfldren. Behavror 

Spedallsts will be added at each installation to support service to 
children with social, emotional or behavioral concerns. 


“tCaienina Faith” 
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EFMP Enrollment 


Enrbllment. EFMP support to enrolled families is provided bj' both HQMC and installation EFMP 

personnel Snce FY08, EFMP has experienced a steady Increase in enrollment from 4,500 Marines 
to 8,404 Marines to over 11,000 EFMs. EFMP errolled Marines account for 4.1 96 of the Marine 
Corps population. A myriad of diagnoses may lead to EFMP enroJlmenL 


US 

Ifnit 



“Keeping Faith” 



Assignment Coordination. HQ.MCEFMP 
Assignment Coordinators reviewed 3,125 orders 
to ensure availability, accessibiiity and reasonable 
travel time to TRICARE-approved medical 
providers. Family Case Workers (FCW) at the 
installation, has provided over 80,000 hours of 
direct and indirect support to enrolled families. 

An improved assignment procera and investigative 
protocols, results in HQMC EFMP endorsement of 
90% of identified assignments for enrolled 
Marines, allowing Marines to remain competitive 
for promotion while ensuring the continuum of 
care for EFMs. On-going analyses of decHnes have 



resulted in conversations with OSD Office of 


Special Needs and Navy Medical which could result 


in gap resolution. 


“Keeping Faith” 



“Keeping Faith’’ 


NCD Research 


• A joint undertaking of the USMC and the Nationai Councii on Disabiiity (NCD) 

• NCD is an independent federai agency ".,.to promote policies, programs, practices, 
and procedures that guarantee equal opportunity for aii individuals with 
disabilities, and that empower individuals with disabilities to achieve economic self- 
sufficiency, independent living, and inclusion and integration into all aspects of 
society." (www.ncd.gov) 

• NCD contracted ICF International, a professional research firm with extensive 
background in military community research, to conduct the Research, 

• The Research took place fall 2009 through fall 2010. 
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How to Improve Accsss to Heslthcare, Specisi 
Edsicaticn, snd Long-Term Supports and Services to 
Family ’rierribers with Disabilities 

• Document the experiences of USMC femilies with members with disabilities in 
accessing appropriate and effective heahhcare, special education and related 
services, and long-term supports and services in the U.S. 


• Identify barriers impeding access to appropriate supports and services 


• Develop recommendations to improve access to healthcare, special education and 
related services, and long-term supports and services for Marine Corps family 
members with disabilities. — 

"Keeping Faith” 



Research Approach 




• Data collection period/sites: 

- MCB Quantico (January 2010) 

-CampLejeune (February 2010) 

— Camp Pendleton (March 20l0) 

• Data collection methods: Focus groups and interviews 

• Instrumentation: Discussion guides and demographic sheets 


• Research participants: EFMs, their caretakers, and service providers 

• Research rautputs: Aggregated findings, NCD recommendations, final report. 
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EFMP— Strengths 


• USMC rePies on EFMP as the primary USMC resource forfamilies with special 
needs 

• Participants almost unanimously recognizfid that EFMP is a program in 
transition that has grown significantly in recent years 

• Many families and providers afRTIated with other base and off-base programs 
praised EFMP and described a number of EFMP providers as exceptional. 



“Keeping Faith" Findings 


EFMP— Areas for Improvement 

• Barriers to EFMP program entry: 

- Lack of awareness among potential enrollees about EFMP 

— Misinformation regarding who is eligible to enroll and benefits of 

enrollment 

- lingering stigma associated with EFMP and its impact on a Marine's 
career 

- Inconsistent referral of appropriate candidates by providers (incL 
physicians) 

• Communications barriers: 

Inconsistent communication between losing and gaining EFMP offices 
about PCSing families . 



“Keeping Faith" 


Findings 
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Barriers to deJivery of quality service: 

- Absertte of outreach contact from EFMP {reported by many farnllles) 

- Lai^ caseloads 

- Under-qualified casewortere 

- Perception of limited services (assignment coordination, information & referral) 

Distrust of assignment process; 

- Skepticism about the capabilities of assignment monitors to mate appropriate assignment 
decisions on behalf of Marines and their EFMs 

- Concern about Impact of enrollment on the Marine's assignment options, deployability, and 
advancemerrt. 


“Keeping Faith” Findings 


Key Recommendations— Short-Term 


• Conduct accessibility review of human service programs and facilities on USMC 
bases (incL base housing). Develop plans for each base to make programs and 
facinties accessible, as necessary, i.e., ADA compliant. Execute plans. (USMC) 

• Increase accuracy and timeliness of information EFMP fam'itfes receive from Tricare 
by instructing Tricare case managers to assist families in accessing services, 
assigning Tricare case manager to a larger proportion of the EFMP population, 
and establishing multiple communication mechanisms (incl. a 24/7 Tricare 
telephone hotline for EFMP fomilies, similar to the Medicare hotline. (Tricare) 

• Disseminate to Local Education Agencies (LEAs) and EFM fomilies detailed 
guidance for implementing initiatives included In the Interstate Compact on 
Educational Opportunity for Military Children. (Interstate Commission, Federal and 
State DoEs, LEAs, DoDEA) 
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Key Recomendations — Long-Term 



Implement mechanisms to enable miHtary EFMs to maintain Medicaid waiver 
seivices when they move from state to state, rather than requiring them to go 
to the bottom of the waitlists each time they PCS: 

- Place incoming EFMs on the new state's waitlist based on iheir position 
on the previous state's waitlist (i.e., based on "time served ). If 
individuals have a Medicaid waiver in the previous state, they should 
automatically receive one in the new state. (Congress and state agencies) 

- For EFMs who lose Medicaid waiver services as a result of a PO, piwrfe 
the same benefits the EFM received in the previous state until eligiWi^ 
can be established in the new state. (Congress and state agencies, DoD, 
Trfcare) 


Increase the flexibility of services covered by ECHO to dosely rnirror the 
services available through a Medicaid waiver. (Congress, DoD, Tncare). 


“Keeping Faith” 


FAMILY CARE PROGRAMS (MFY) Strategic Concepts 



Enha^^ Morfnes onrf tftefrfii/n/Kes' qua/ity o/ i./c through prog^mu thot 
provide, support, orfadhaite. rare ur,d services for children, youth and teens 
and exception of famity members 


ffTBATBSlC gMtjtAGgMENT 

•FULL IKCLUSION tN 

children, you^ and teen 

PROGRAM 

<NCtffiASE CHILD CARE 
CAP ABILITIES 

•REVIEW AND IMPROVE 
OAPABIUTOS OF SCHOOL 
liaison PROGRAM 

•INCREASE CAP AaiUTTES OF 
EXCEPTIONAL FAMILY 
member PROGRAM 





STRATEfflG PRtORfnES 

•KEEP FAITH WTTH MARINE CORPS 
FAMIULIES 

•branch AND DTVTSION 
INTEGRATION 

•TRANPARENCY 

•INCREASE Q^RCIENCES 

•DO THE RtGHTTHIMG 


TTjs Fanffy Care Sranc/t vas establisbod to 

a^gnaatiKalworidag groups. 

tn^aseogsKirBorgaaiz^foexpkat^ 

capat^ties attd aitn^sta radumianefes. 

,vc.=f/:;£*-cwroc«F.£ crPAB±-ILS> 
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Attachment H 
SBP Legal Analysis 
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The Dilemma for Military Parents 
of Children with Disabilities 


By KELiy A. Thompson 


M nkary parents oF children with disabilities face a seri- 
ous dilemma at retirement— whether or not to 
choose the military Survivor Benefits Plans (SBP> 
retlrsmem option for choir children. Saying -yes' Co a monthly 
income for yopr child seems the obvious choice, BUT It may 
well be the wrong one under current lawi 

Let’s estplore the differences between military SBP and 
Medicaid benefits, the usefulness of combining eligibility for 
both programs, and the unfair dilemma that military bmllies 
now face when planning for the future of their special children. 

SEP BENEFITS a SSI/IWEDICAID BENEFITS COMPARED 

The SBP will pay up m 55% of the military member’s retire- 
raentpay to aspouse andJor dependent child when the retiree 
dies. The member can also select a lesser hencRt at a lesser 
cost. The military member can select coverage Cor a spouse 
only, a spouse and children, or children only. The member 
takes a reduction oF about 6.5 % in reclremerit 
pay for SBP for a spouse and only about 
$20/monch for dependent children. 

in addition to (or in place of) the survivor 
benefit, a military member can provide an. 
array of benefits fora chlid with adisabnicy. In 

most cases, a disabled child over age. i 8 can be 
designaied as an Incapacitared Dependent (DD 
Form 137'5) and be permanently eligible for 
military poS privileges as well as TRICARE 
health bendits. However, these miliiaiy bene- 
fits do rtot induds supportive living programs 
or vocational opportunities. Unfortunately, the 
SBP and TRICARS benefits are oRen not 
enough to pay privately for all the help that 
may be needed by an adult child with a disabil- 
ity. So, the miliary family must often look to 
other programs id provide For a child’s needs. 

If Che child with a disability who has 
reached age 18 has assets less than 52,000 
and mintmal income, he or she will usually 
l>e eligible for SupplMnetital Security Income 


(SSI) and Medicaid. Although SSI pays only $674 monthly (2011 
maximum benefit and Medicaid may seem to duplicate 
TRJCARE's health benefits. Medicaid “waiver" programs pay for 
a wide variety of programs and services that TWCAREdoes not 
If the child with a disability is living independently. SSI is 
intended to pay for the child’s food and shelter, while Medicaid 
may pay for supported Itving programs, day programs, job 
coadiing and other services. Thus. TRICARE and Medicaid pro-’ 
vide a cornplementary mix ofheallh care benefits arwl support 
services needed by many adults with disablliljea 

THE DILEMMA 

The dilemma is chat the SBP income' payments after a militeiy 
parent’s death paid a a child with a disability may cause the loss, 
of the child’s SB! and essential Medicaid benefits. SSI p^ments 
are ofeet by other income received ftncluding SBP payments) by 
the recipient. ANY unearned income over $20 offtecs SSI income. 

dollar-fbr-doDar. Once SSI income reaches 
zero, SSI is lost and, in the majority of cases, 
Medicaid is Tost tdso- If the mllttary member 
dies having chosen ffiP Fur his or her child 
with a disability, that child will recave as 
much as 55% of the retiree's income If that 
SBP payment to the child amounts to more 
thafl $674 monthly, the chBd wldi a dJs^»ilJry 
will lose SSI and Medicaid health care and 
community support benefits. In my home 
sao ofVirginia and In many stares, if foe SBP 
exceeds $2,022 per momh, foen all supported 
living assistance, job coaching, respite care 
and other services pnwidal under MKlicakl 
‘waiv«'“ programs are lost 
A recent esfflnpte conc^ma a S-year-old 
man with an iittafleccua! dfeabffigr who had 

rived in a group home for 18 years and atrendel 

a day program for individuals wtfo iSis^iQdes, 

His only Income was SSI ofS674 per month. His 

SSI benrfits and Medicaid paid for his programs 
and swvices. However. when htefafoetareOred 


House 
Resolutions 
2059 and 3324 
were introduced 
in 2009, 
allcwing 
assignment of 
the SBP to a 
special needs 
trust that 
provides for 
payback to 
Medicaid at the 
death of the SBP 


recipient. 
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Alltance 


Specidnee/is repun ^yeckl attinv^. 


Hzvy officer, died, his aduit son began to 
receive mlltery SBP in the amount of $2,030 
per month. This SBP p^nnent made him inel- 
igible for Medicaid waiver services. The private 
pay cost of the programs and services he was 
reccing prior to his fetfier’s death is $8,600 
per month, more dian fbar times his SBP pay- 
ment He Tost his group home placement as 
well as his day program, and was transferred to 
a state "training center"— a large Insiioitiona] 
setting isolated from die cdmrnuniq?. 

planning options? 

What aboutjust canc^lng the SBP benefidary 
payments? If the military redree has already 
made an SBP cJecdon that includes a benefit 
for children, and he or she has a child with a 
disability, then the retiree can apply to'die 
Board for Correcdori of Military Records to 
modily the SBP election. This oprion must be 
completed while the retiree is still aJive. since 
SBP beneficiary payments to the disabled 
chnd scan upon death. The member must 
complete DD Form 149. iustlfyfog why the SBP selection option 
must not Include children (l.t spouse only). Ifor example, the 
retiree might cell the Board that he or she did not understand 
when Che miree originally made tfie election including chndren 
how the SBP benefit would negatively impaa the disabled child’s 
other beneHcs. The individual services have separate Boards for 
Che Correction of Military Records that wiU consider such requests. 

Unfortunately, once the retiree has died arid payments begin, 
there is no way to stop them. Medicaid win not aUow the 
renunciation of the SBP payment and wilt continue to couhl it 
as income even if not collected, and the child with a disability 
will lose Medicaid. The only true option under current law is 
NOT to elect the SBP benefit when the military member retires. 

planning options unfairly UMfTED 

FOR MILITARY FAMILIES 

Most of my military clients fed that tfiis SBP Issue as it effects ih^ 
children with disabiKties is blatantly discriminatory and unfeir Tton- 
mflltary parents can easTy assign their pension and life insurance 
benefits » a special needs onjst far their child with a disabIliQr. This 
allows the child to receive SS! and Medicaid and to supf^ement 
tiiose benefits with distributions from a special needs met centr- 
ing the parents other assets. The rules for mflilary families are dlT- 
ferant, however. Defense Finance and Accounting r^atlons 
(based on apaovision of tite United States Code] provide that the sot' 


payment may only be paid to a ■person," 
When interpreted iiteiafiy by the military, this 
means that SBP payments cantit* be assigned 
© a trust for the benefit of that 'pereon.' 

Support is growing for a legislative fix to 
this problem, by allowing the SBP payment 
for a child with a disability to be assigned ® a 
special needs trust House Resolutions 2059 
and 3324 were introduced in 2D09, allowing 
ass^nment of the SBP to aspecial needs trust 
that provides for payback to Medicaid at fhe 
death of the SBP recipient. Identical provi- 
sions were introduced by Senator James 
Webb p-VA> as amendments to the National 
Defense Authorization Act. Unfortunately, the 
2009-2010 initiatives were unsuccessful and. 
In the recent political climate, it is difficult to 
get attention focused on this Issue 

YOU CAN HELP 

The MllBiy Coalition has pdaced this SEP issue 
on IB legislative agenda and has actively 
sought an amendment to the United States 
C o d e to dlow assignment of SBf payments to aspecial needs trust 
The American Bar Association and The Arc of the United Stares have 
also endorsed such an amendment As of August l, 2011, Senator 
wash has agreed to introduce the measure again. Meanwhile the 
Coalition continues to look fora sponsor on the House sMe 
Military families who have a member witii a disabfliiy face 
numerous chafienges not faced by moa families. Frequent trans- 
fcis make meeting the educational needs of their cdiildren a mov- 
ing largeL Those same transfers mean chat applying for Medicaid 
and oflier benefits for their children is repeated often as the fami- 
lies move from sate to state A military family may spend years on 
a wHitmg list for MedicaJd waiver services in one sBte and fin^y 
receive benefits, on ly ro be transferred to an otiier state and start th e 
waiting list process all ovea- again. The inability to assign SBP pay- 
ments to a special needs trust is one challenge facing roiltiaiy fam- 
ilies tii.ai can and should be fixed. Add your voice b tills effort • 


A. Thompson has been a law^w for 32 yean, practicing law in ArJngtor>. 
Vcqviw for the last 16 years. Her dients indude many miftary families and her 
praSicefoaises on planning fer intfivWuals with dis^ities and the edfiriy, spe- 
cif needs tiusti trust administration and estate piarmhg. She has been hern- 
cred as a Super lawyer, and is fisted as one of Americas' Set Lawyers and as a 
Washingtonian Magazine Top Lawyer. Ms. Thompson is a member of the 
Special Needs Alfiance, a national, non-profit organization committed to helping 
iixfiwiuals with disabilities, their families, and the professionals who represent 
then. Contact information for a member in your state can be obtained by call- 
ing tc*free 1-877-572-8472. or by visiting: www.spedalneedsa[Earcex»g 


A military family 
may spend years 
on a waiting list 
for Medicaid 
waiver services in 
one state and 
finally receive 
benefits, only to 
be transferred to 
another state and 
start the waiting 
list process ail 
over again. 
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Attachment I 

Stories of Individual Military Families, 
Provided by Mr. Jeremy L. Hilton 



John P. Wilson 

497 Candlebark Drive 

Jacksonville, Florida 32225 
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June 17, 2012 


Dear Sir or Ma'am, 

I'm writing to you pleading to make the current TRICARE ECHO benefits a permanent benefit for all 
military service members who are active, retired due to disability, or retired after serving 20 plus years. 

After reaching High Year Tenure, I transfer to the Fleet Reserves after 26 years of Honorable service in 
the Navy on 30 June 2012, and that's the day my benefits expire for my autistic 10 year old son, Adam, 
who will still be autistic. We were very excited when TRICARE announced ECHO and we were enrolled 
and receiving benefits two months after it started as well as respite care. 

Due to all of his therapies, school, etc., I have to be a stay at home dad once I retire and do side jobs 
when 1 can. His mother served 10 years active duty Navy, got out while I was on active duty to raise two 
boys and is now a RN. 

Adam was a non-verbal and totally dependent child before starting ABA therapy and now talks in four to 
five word sentences, can go to the bathroom, sit in his chair at school, dress himself, starting to socialize 
with his peers, etc. I contribute all of these milestones to ABA therapy. 

Even though Florida has mandated that insurance carriers offer ABA therapy, there are loop holes that i 
can't seem to get through. The main loop hole is the companies insurance has to be fully funded ^ 
whereas most are self funded. I have exhausted all avenues in search of insurance to cover his ABA and 
we have applied to many programs to assist with no avail. 

With all of his medical expenses and our limited income we have to reduce his ABA in half |which was 
half of the recommended treatment to begin with), reduce his speech and OT therapies from four times 
a week each to one, and are still out $1884.00 a month with TRICARE Prime for Retirees, who doesn't 
cover any ABA. We are going to do everything we can to give Adam a chance in life and will do this until 
our savings is depleted and credit cards are maxed out, after that we are on our own... unless this bill 
passes. 

I have read that treating autism early is much less expensive then dealing with it later in life. 

Thank you for your time and consideration, and thank you so much in advance for approving this bill. 


Sincerely, 

John P. Wilson and Family 




Bo Brown 



MUitary Support System Struggles: 

* The Browns pays $25,000 per year for ABA 
therapy not covered by Tricare. This comes as a 
huge financial burden to the family. 

* Because of the funds being applied to ABA therapy, 
there is no money left over for normal family 
experiences like a simple vaccation 

* The Brown family has moved seven times in the 
last fourteen years. They have three more moves 
coming up in the next four years. 
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The McClenney Family 



Branch: US Navy Duty Station: VFC-1 2, Oceana Naval Air Station 

Carsun McGlenney, son of P02 Cecil McClenney and Brenna McClenney of VFC-12 Oceana Naval Air 
Station, was bom with Cerebral Palsy (CP). Now almost 5 years old, he. is unable to walk Independently 
without medical equipment. Although still very young, Carsun has already endured a bilateral femur osteotomy 
(surgical reshaping of the femur and pelvis) in hopes that would help make walking easier. Unfortunately the 
surgery was unsuccessful, and it has actually made walking harder for Carsun. He will be undergoing a second 
surgery July 1 9th to remove plates from previous surgery. 

While the McClenneys feel they have been more fortunate than most in America to have health insurance, they 
have still faced many trials at trying to make life better tor Carsun. One of the many difficulties the McClenneys 
have encountered is finding out what kind of medical equipment is best for their son, and then locating 
companies to purchase the equipment They do extensive research, only to be faced with a brick wall when it 
comes to TRICARE, The McClenneys are paying extensive out of pocket expenses for the equipment, while 
they wait significantly long times to even be seen by specialists at their Military Treatment Facilities. It has 
created a financial burden on the McClenneys to have to pay for equipment upfront, when it is TRICARE that is 
holding up the process. For example, the family ordered Carsun a pediatric wheelchair on March 1, 2012, and 
to date, they are sfill fighting with TRICARE and the equipment has yet to be ordered. 

Petty Officer McClenney decided to move his family back to their hometown so they could have a larger 
support network. Unfortunately, their new home coulrd not acrxjmmodate Carsun, so they requested for a ramp 
through TRICARE. Unfortunately, neither TRICARE nor ECHO covers any type of ramp, even when it is a 
necessity. Fortunately, through the love of a close-knit community, the townsfolk built the McClenneys a ramp, 
at no expense to the family. 

Medical and equipment needs will always be a necessity for Carsun. As he gets larger, the McClenneys will 
need a vehicle lift, which is also NOT covered by insurance. But the McClenneys will continue to fight and 
advocate for their son's needs, no matter what. 

Above are some pictures of Carsun: some of Carsun in his equipment, one of him right after surgery, him in his 
temporary wheelchair on his new ramp, and also a picture of him participating in the Specials Olympics for 
Young Athletes. This will show you how happy and full tof life he is, despite his disabilities. 

Thanks, 

P02 Cecil McClenney and Brenna McClenney 
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The Adams' Family consists of John, Kathy, Brent |14) and Qaire (12). John is an acdve doty Marine stationed at Quantico 
with 21 years of service. Our daughter Claire was referred to the developmental center at IS months. She regressed in 
health and developmentaliy sometime after turning one. 

She began Occupational and Speech therapy at 18 months. At that dme there were no providers In the Cherry Point area 
accepting Tricare, and the family had to commute 45 minutes to Jacksonville, NC for 30 minutes of therapy. Claire's mother 
noticed that children of the same age and with less noticeable delays with Medicaid insurance were receiving 1 hour of 
therapy. 

At 2, Claire was diagnosed with Cerebral Palsy and Physical therapy was added. At 34 months, Oaire was diagnosed with 
Pervasive Developmental Disorder-Not otherwise Specified by Dr. Gretchen Meyer at Portsmouth Naval Hospital. 

In October 2002, Claire began ABA services after filling out extensive paperwork to get $1000 covered under the Person's 
with Disabilities Program under Tricare. $1000 did not cover the recommended 40 hours of intensive therapy that is 
recommended and the family decided to pay the overages. The family was able to hire "tutors" to work directly with Oaire, 
while being supervised by a Board Certified Behavior Analyst. 

in 2006 Oaire's mother began inquiring about respite options for Oaire thru the state and insurance. She was told she 
could only get respite thru insurance if receiving ABA services. After close to a year wait (paperwork misplaced) she started 
receiving respite thru North Carolina's Intellectual Disability Waiver and was allotted 9 hours a week. In 2010, the respite 
hours were taken away due to budgetary cuts. 

In 200S aalre's mother pursued respite thru the new Exceptional Family Program. She was told she could get reimbursed 
up to 10 hours per week at the rate of $18 an hour, but that she would need to find her own provider. Finding a qualified 
provider was difficult and they did not receive respite for some time. Then the rates dropped to $15, to $10 and after 
major cuts to $6. 

in 2010 the family deoded it was in Claire's best interests to move to Northern Virginia for better services (ABA, schools, 
respite)’ In VA, there are more ABA providers but many do not accept the new Autism Demo ECHO guidelines which 
reimburse up to $3000 a month; this will typically cover 10- 15 hours a week of supervised ABA programming. She is 
currently getting tutoring thru Cuuriculum Autism Services and is making quick progress with the communication program 
Proloquo to Go with the iPad. 

In early 2011, Oaire's mother applied for Medicaid as was told the wait in VA was 10-15 years, especially If the child was 
under IS and the parents were in good health. She was referred to the I D waiver for respite. In March 2011 she was 
meeting with the ID respite caseworker, who told her they reimburse at a $6 an hour rate, when Oaire fell out of chair Into 
a grand mal seizure. She was hospitalized for S days. 

After the seizure, Oaire's health status made her eligible for services under the Elderly and Disabled Waiver, reimbursing at 
$11.37 per hour. Oaire began receiving up to 30 hours per week of respite in the Spring of 2011. 

Oaire’s father is approaching retirement and they are concerned about services for Oaire. ABA has been integral for Oaire 
and is opening a world to her, but these services will no longer be covered after retirement and few states provide coverage 
for older children. Please re-consider extending the services to retireesi Also consider the difficulty military families have 
obtaining services and have to re-start the wait in each state when they move ... this should not be fte case! Furthermore, 
states receiving Federal bailouts should not have been allowed to make employee cuts (does not help stimulate the 
economy) which led to respite services being discontinued. It is disconcerting, that Tricare is not universally accepted by 
civilian providers; our soldiers are putting their "lives on the line" in service and their families deserve the best Our country 
is not prepared for the epidemic rates in which the disabled children are approaching adulthood. 

John and Kathy Adams lOSOO Park Road, Lorton VA 22079 


703>33&-0729 ikandkbg>vahoo.cQm 
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To the Senate Armed Services Subcommittee on Personnel: 

My name is MSgt Melinda Burts, and I have been an active duty member of the United States Air Force for 15 
years. My oldest son, Simon, was diagnosed with autism at20 months old in 2006. My husband and I were 
devastated. He was completely non-verbal and behavlorally was nearly Impossible to control. I cannot express 
how thankful my husband and I are that Simon was able to receive ABA Therapy beginning at age 2, and that this 
therapy was covered under my Tricare insurance. Although the road has been frustrating and challenging at times, 
Simon's progress has been truly astounding. He has been receMng ABA Therapy now for over 5 years. He just 
completed first grade In a mainstream classroom. He still has plenty of academic and behavioral issues to work on, 
but he was able to handle the kindergarten and first grade academic curriculum with some spedal education 
support He was even identified by the Advanced Academics Teacher for being gifted in math, and received 
weekly group instruction in advanced math concepts. He is a success story (yet still a work in progress) and I truly 
believe he would not have made these strides v^hout years of intensive ABA Therapy. 

My husband and I wattjhed our younger son, Alex, very closely for signs of autism throughout his infant and 
toddler years. His language, cognitive, and social skills seemed to be on track for a while. But at age 4, we started 
to notice delays in some of these areas and also a few femillar autism behaviors. Alex was diagnosed with autism 
in November of 2011 at age 4. His condition is milder than his older brother's, but he has issues that definitely 
need to be addressed. Again, my husband and 1 are relieved that we have access to ABA Therapy that is covered 
byTrIcare, and Alex has already made progress in many areas In the few months he has been receiving therapy. 

I cannot Imagine how my family could have survived financially if I had been paying for this therapy without the 
help of insurance. The going rate for a B3A (Board Certified Behavior Analyst) Is $150 per hour, and the going 
rate for an ABATutor Is $50 per hour. If I add up the services that my children currently receive in a typical month, 
at these rates It comes to $3800 for Simon and $2400 for Alex, for a total of $6200 per month. But because each 
child with autism is different, the services that each child needs can vary. Also, the services that a child needs can 
vary at different times in his life. For example, Simon was having some behavioral difficulties at school this year, 
and our BCBA spent a lot of time at his school working with his teachers to create a behavior plan for him. ItViras 
extremely successful and all of his teachers agree that his behaviors improved drastically after the plan was put in 
place. But this required our BCBA to spend as much as 15 hours a week at his school for several weeks. This 
comes to an extra $2250 per week (or an extra $9000 per month) for a temporary period of time. 1 am an enlisted 
member of the U.S. military and my husband isa public school teacher. There Is just no way that our family would 
have been able to afford this level of ABA services without help. 

I strongly believe that all medical insurance plans should cover ABA Therapy. I have seen with my own eyes how 
incredibly beneficial ABA Therapy is for all children with autism, both the mildly impaired children and the severely 
impaired children, and all of those in between. And as I approach 20 years of service in the military, I must admit 
that I am nervous about how I will pay for ABA Therapy for 2 children after I retire. 1 cannot impress enough how 
important I believe it is for ABA Therapy to be covered for Active Duty Members, Federal Employees, and Retired 
Military Members alike. Please consider takingthe action necessary to make this happen for your service 
members. 

Sincerely, 

Melinda M. Burts 

Autism Blog: www. d 1 acesonthespectrum .wordpress.com 



Drake Andrews 

Military Support System Struggles: 

* System is hard to navigate, easy to 
get lost in the shuffle 

* Lack of coverage of sensory 
equipment and communication 
devices like iPads. 

* Tricare continuing to refer patients 
to companies that have histories of 
fraud and neglect. 

* Financial burden of paying for 
durable equipment that TRICARE 
does not cover for disabilities, such 
as SPIO vests, lycra swings. 
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14 Jime 2012 

Senate Armed Services Subcommittee on Personnel 
Russell Senate Office Bmlding 
Washington, DC 20510 

Dear Ladies and Gentlemen, 


I am an active-duty Army officer wiio has served for thirty years and am currently 
undergoing a Medical Evaluation Board for my injuries and illnesses incurred dumg that 
time. I also have a fourteen year-old son with profound au t ism . He has never said a 
cinglff word in his life, has to use diapers, has had his own struggle with many medical 
issues; but 1 consider hiin one of the happiest kids that I have ever met. A large of 
that h^ipiness can be attributed to the AppUed Behavior Analysis (ABA) therapy that he 
has received through the TRICARE Extended Care Health Option (ECHO) Program. His 
increasing ability to understand his environment and the verbal commands of others can 
be directly related to this therapy. In one instance, his ability to understand my verbal 

command of STOP prevented him fiom walking in front of a car vdiich he was uimware 
of. When he stopped, the car was literally inches froin his nose and the front of his shoe 
actually touching the tire of the car, but he was completely unaware that there was 

even a car in front of him due to his autism and his fixation on the object to he was 

r unning towatds. Unfortunately, his ABA therapy is due to end when I retire after thirty 

years and with my own set of significant medical issues. . . n* 

The TRICARE ECHO Program and its predecessor programs have provided ABA 
therapy to a very small percentage of affected dependents of active-duty service members 
since the late 1990’s under a supplemental program to the TRICARE Basic Program for 
special education purposes. Since that time, ABA therapy has been deemed medically 
necessary by the Office of Personnel Management for Federal employees and by the 
legislatures of thirty states. It is time for fire Department of Defend to similarly declare 
this crucial therapy to be medically necessary, so that it is also available to the affected 
dependents of retirees and applicable Guard and Reserve femilies that can benefit fixim 
this life-saving therapy. 

If you would like any further information, please feel free to contact me at (703) 
oat -OfiAn nr at camphe11s.servicesf5),gmail.com . Thariks very much for corisidering this 
information in your deliberations. 


RespectfiiUy, 



Lieutenant Colonel, United States Army 
3537 Devon Drive 
Falls Church, VA 22042 
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In March of 20 10, Casey Chen was diagnosed with PDD-NOS, ADHD, and an adjustment 
disorder with anxiety, while his family was stationed in Germany. At the time, he was 
significantly behind his peers in all areas, and would not speak above a whisper m the presence 
of unlmownpeople. He was profoundly afraid of other kids his age, and would avotd mteractioa 

In December of 2010, the Chen family was granted a compassionate reassignment to JBLM due 
to lackof services and his inabihty to access ABA. Within 3 monfris of arriving, Casey began 
receiving ABA, in addition to private speech and OX. Within 5 months of beginnmg ABA, 
Casey began speaking with his regular volume of speech, starting.interacting with his peers, and 
had almost caught up with his peers in school His teacher and ABA therapist have worked 
closely together to help him. 

Casey’s father is currently deployed. The above picture was their last hug. Under the current 
regulations Casey wUl bse his much needed ABA benefits if his fether is injured to the pomt 
that he is no longer able to serve or worse. ECHO is only for active duty femilies. Ling’s fether 
will be eUgible to retire in 3 years. However, if he chooses to retire, Casey will lose his ABA 
benefits. If ABA is made a benefit directly under TRICARE, he can continue receiving it. 

Casey continues to make huge strides and is now ending the school year on grade level, and is 
continuing to make friends. We fear that he may not do as well in the future without this much 
needed therapy. His father is willing to serve as long as he can to enable his son to continue to 
receive ABA. However, after 20 years of depbyments to Iraq and Afehanistan, peace keepmg 
missions inBosma, TDYs to Korea, and countless training exercises, Ling would like to retire 
and physically be able to help his son more. He is cuirently on a path that wiU lead to an 

life as an adiilL Please allow our son to continue receiving this amazmg therapy. 
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The Cunliffe Family 



Aurora - Age 3 

Panhypopituitarism 

Survivor 

Adrenal Insufficiency 
Autism Spectrum 
Sensory Issues 
-Non-Verbal 
-High Wandering Risk 


Averie - Age 1 1 

Extreme Prematurity 

Ulnar Club Hand 
Autism Spectrum/ 
Aspergers 
Sensory Issues 


Serena- Age 44 

Brain Tumor 

Neurological Issues 
Sensory Issues 
PTS, Depression 
-Unable to Drive 


Struggles with Barriers to Care: 

. Varying Educational Support Eligibility across State lines - Autism 
diagnoses does not guarantee school services 
. Denied ECHO coverage for our oldest daughter without an lEP 
. Limited coverage for ABA therapy does not meet recommended hours 
. Need for specialized equipment covered under same cap 
. Access to needed medical specialties not available at MTF and limited 
locally. Waiting times are up to two years under some circumstances. 

• System does not accommodate or assist caregivers/spouses with 
authentic transportation issues. This results in care being simply 
inaccessible independent of the service member 

• Complementary therapies such as Speech/Language Therapy and 
Occupational Therapy are not available to take place in the home after 
the age of three 
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June 18. 2012 

To the Senate Armed Services Subcommittee on Po^onnel: 

I write this letter, hopeful, as Tricare’s stance on ABA coverage and the financial aid for militar y 
retirees’ dependents is being reviewed- On April 11, 2007, my son, at the age of two, was diagnosed with 
one of medicine’s greatest and most frustrating mysteries: Autism. Upon his diagnoses, my heart broke. 
My every desire became giving my son the best chance for a normal life that I could. At his initial 
diagnosis and the recommendation of Developmental Pediatrician, Lt Col. Dr. James P. Vanda-car, my 
husband and I enrolled Zachary in ABA Therapy. It was urged by the doctor that Zachary receive the 
mavirmim number of houTS (40) of therapy. Unaware of exactly what we were dealing with, as parents 
new to having a child with disability, we began Zach’s diarapy one month lata* in May of 2007. Our son 
initially received ABA therapy 3 hours/week, progressing to 12 hours/week and now is receiving 24 
hours/week. This increase in therapy hours is still far less that what is prescribed for the best outcome of a 
child on the Autism Spectrum as severe as my son, but it is what our income could afford financially. 

Since this process began, five long years ago, I have battled insurance companies, filing claim 
after claim with Tricare fiir ABA Therapy to be paid for. Repeatedly, I was denied. Their representatives 
stated that ‘^military retirees* were exempt from ECHO, and Tricare would not cover ABA th^apy.” 
Frustrated, but persevering, I continue this battle. 

After months of disheartening attempts, I was blatantly told one day, by a Tricare R^resentative, 
that if I did not like the v/ay the law was written I could contact my Congressman, Jeff Miller (FL). 

Again, I plead my case. Ahhough my Congressman has sympathy, and has tried, the bills enacted to 
revoke the present statute denying military retirees’ dq}endents ABA coverage, wo-e not passed. What 
could I do? Here I stood, doing evaything in my power to get treatment for my son, and finding myself 
useless in this battle. It was then, that a fellow autism mom, Karen Driscoll, whose husband serves in the 
Marine Corps, provided me with a spark of promise. A lawyer in Michigan, Dave Honigman, had joined 
the fight for families just like mine. His firm had recentiy won a case against Blue Cross Blue Shield, 
regarding the coverage of ABA therapy. Somehow renewed and hopeful, in December of 20 1 0, 1 
contacted Mr. Honigman and joined iht class action lawsuit to change the presenl ruling. Regrettably, the 
case is still waiting to be heard. 

As I continue the battle of finding a way to financially give my son the tools he needs, he is 
fighting his own battle. Zachary is enrolled at the Em^ald Coast Autisrn Center in Niceville, Florida, 
where he receives 24 hours per week of ABA therapy. Li the past quarter, Zach has made the largest gains 
on the Verbal Behavior MAPP, an assessment used to chart lojowledge acquisition, since beg inning 
treatment I could not be more proud or a stronger believCT in ABA. When he first began, his vocabulary 
consisted of about 20 words. He now has oyer 200! He is able to functionally communicate with 2-3 word 
requests, and is able to understand 2 word commands. He has learned self-control and is more pCTSonible 
with therapists and famil y. While Zachary is still considered an early-leamer, with the mental capacity of 
a 3-year old (he is now 7), I am confident that his gains are a direct result of ABA therapy. Sadly, at a cost 
of $53,000 per year, my femily is financially tapped and may soon have to dis-enroU my son from the 
Center. I am beyond words at the thought of stopping treatment and doing tiiis disservice to Zachary. I 
fear for a loss of what progress he has made and worry tiiat once the ball stops rolling we may never be 
able to start it again, 

I fovently plead that you assist militaiy retirees in ABA coverage for their dependents. My 
husband served in the USAF for 22 years, and put his life on the line for our country. He chose to remain 
in the military not only out of a love for his country, but a love for his family, understanding that 
medically, his family would be provided for in exchange for his service. It is ludicrous to deny our son the 
therapy he desperately needs, because my'husband is retired. It is a daily challenge for any famil y to raise 
a child with Autism Spectrum Disorder, but file trial becomes infinitely larger as the battle with insurance 
companies to obtain coverage, is constant I ^peal to each of you to he^ us change this legislation, not 
only for my fami ly, but for each family that bears this same cross. 

Thank you for your time and consideration in this vital matter. 

Dawn L. Berge (wife to Ret MSGT. Kenneth Berge, mom to Carson and Zachary) 
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My name is Dr. Lois-Lynn S. Deuel and I am a proud military spouse. My husband, LTC George L Deuel, 
U.S. Army, is currently stationed at the Pentagon, Headquarters, Department of the Army. We live with 
our son, Lance, 8, in Ariington, VA Lance is an EFM. We have been stationed at muitipie iocations 
throughout CONUS, Germany and Itaiy over 20+ years of service. We are honored to serve and are 
grateful for the comprehensive health care that Tricare provides. With few exceptions, we believe that 
the miiitary system takes good care of services membersand their famiiies. This note is to inform of you 
of two areas where policy changes, with respect to medical care, can and should be made to improve 
care for service members in EFMP. 

As both a psychologist and parent of a child with special needs, I have always found it curious as to why 
Tricare ECHO would require a medical doctor to provide a prescription for something that they consider 
an "educational modality." We don't ask our pediatricians to write prescriptions for Social Studies or 
Science. Outside of military medicine, other medical, psychological and educational professionals view 
Applied Behavior Analysis (ABA) as an evidence-based medical therapy (not an educational one) that is 
considered the standard of care for individuals with autism spectrum disorders. In addition, the arbitrary 
rationing of ABA through Tricare ECHO fails short of the standard of care (2S-40 hours/week), as military 
families can only receive 3 to 5 hours of ABA therapy per week. Indeed, the effectiveness of delivering 
ABA in such small, rationed amounts is questionable and there is absolutely no scientific evidence 
supporting delivery in the manner used by Tricare ECHO. I ask you to: 1) eliminate Tricare ECHO which 
only serves as a barrier to military families, 2) provide ABA as an ordinary medical therapy through 
Tricare prime or standard, 3) provide an appropriate number of ABA therapeutic hours that adheres to 
the standard of care, and 4) ensure that ABA therapy continues for families of all retirees, including 
wounded warriors who are medically retired. 

The military currently has many avenues that accommodate the extra special needs of families that are 
in the EFMP program. Commanders and career managers routinely consider assignments that ease the 
burdens for se rvice members and their families. Please commend them for this! We are grateful for the 
effective supports provided by EFMP and associated efforts. Frequent moves and deployments are the 
new normal and all military families understand this. However, the structure of Tricare into three 
regions detrimentally affects the continuity of care for famiiies with special needs. Every PCS between 
regions results in a complete cessation, often for several months, of all critical medical therapies for 
special needs families. Until a service member signs into a new unit, and the family is entered into the 
system for the new Tricare region, families cannot make any medical appointments, cannot get any 
referrals for speciality care and cannot get on any waiting lists for therapies. For example, your current 
PCM in California cannot make a single referral for you in your new duty station in Virginia. I ask you to 
either 1) eliminate Tricare regions or 2) streamline the PCS process and make it seamless so that special 
needs family members can get medical referrals, make medical appointments and set up therapeutic 
services at the new duty station BEFORE/DURING their PCS. 

Please contact me directly at (703) 340-0585 or Isdeuelghotmail.com if you have any questions about 
issues facing military families with special needs. Thank you for your interest and concern. 
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My husband is an active duty Army officer. He has served 21 years so far. We have a 16 year old, 
autistic, mentally.challenged, daughter named Shaylin. In the sixteen years we have moved 5 times. 

Each move caused a set back in Shaylin's behavior. We are now dealing with a very aggressive, irritable, 
159 lb, S'll" child. 

With each move we have to reestablish Shaylin in a self contained, autism specific, classroom. During 
our last tour (my husband was at the Pentagon & the Natl. War College) we spent $15,000 in legal fees. 
The lEPteam wanted to admit Shaylin into Key Center which was not appropriate for Shaylin for several 
reasons. We ended up with a questionably suitable placement at a district middle school. 

In the previous duty station, Hawaii, we had to obtain an attorney to force the local elementary school 
to establish an autism specific classroom. After it was established we struggled for 4 years to keep the 
setting and the services related to it. When our daughter was transitioned into middle school the prior 
elementary school did away with the autism program. And yes, there were still autistic children there in 
need of such a program. 

We now have a very serious problem on our hands. Since my husband is training to deploy for the 
fourth time, we opted to move me & our three daughters near family for support. Unfortunately, 
Shaylin's behaviors have escalated to a level that it is not safe at times to have her live in our home. Not 
safe for us nor Shaylin as she is self injurious & lashes out at us with no regard to her own safety. For 
almost a year we have attempted to get support services for Shaylin. As I write this note, we still have no 
services. There is no ABA therapist in our area that works with adolescents. And there are no respite 
caregivers that provide that service in our area either. Attempts to have Shaylin admitted into 
psychiatric clinics for evaluations have failed as well as our attempts to have her placed into residential 
settings designed to treat autistic children. 

Our military, normal-functioning, children have issues with the frequent PCS's and deployments much 
of the time. When you have a special-needs child those issues are compounded tenfold. Autism is a very 
complex disorder that can be improved. These improvements are only seen with constant training and 
oversight by individuals highly trained to provide therapy. A care-over support system is imperative for a 
family dealing with an autistic child in their home. When needed, residential schools designed for 
autistic children should be a viable option. This is especialiy true if the active duty service member (or 
reservist) is on deployment. These schools and services are expensive. They are nowhere near as 
expensive as government financial support needed to sustain these children once they become adults. 

Our military children and their families have to fight for services for their children. This is outrageous 
when it is those same families that are already sacrificing so much to support our military. 

Thank you for listening to a parent of a special child that is very much loved. 

Shawn Diaz 

240 Tidewater Road 


Hattiesburg, MS. 39402 
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My husband and I both served in the Army when our older two children were bom. We began to realize 
something wasn't quite right with our children. I was medically discharged from the service fairly soon 
after that and began looking for answers as to what was going on with our children. Eventually the heart 
stopping answer came, autism. After our initial shock wore off, we began researching treatments. Our 
children have been very lucky to have all the services they needed paid for through the Tricare system 
and excellent service providers. These amazing children have gone from the possibility of being declared 
moderately mentally retarded to children whom most people cannot tell have autism. They no longer 
need lEP's or behavioral modification plans at school and are academically equal with their peers . 

These successes would not have been possible without the support of Tricare. They still see specialists 
on a weekly basis. I cannot imagine, after serving for so many years and retiring, losing those benefits or 
having to shoulder the financial burden of paying out of pocket on a reduced retirement budget. 


Jeremy, let me know if this is what you were looking for. I'd be happy to make any modifications. 
V/R, Maureen 
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HeUo, my name is Sheila L Almendras-FIaherty and I am an Active Duty Navy Nurse. I have 4 beautiful 
children Dakota Skye Flaherty age 6, Chase Rnberf Flaherty age 8, Sheila Renee Velasco age 16 and Desiree 
Jasmine Velasco age 17. And as the years went by my husband, Robert Joseph Flaherty, and I noticed changes 
in our children and had them evaluated like any good parents. The providers provided us multiple diagnoses 
for our children ranging from mild reflux to ADHD and Autism. Needless to say our world was turned upside 
down and our famil y weiit through all the stages of gtiefr I wish I could tell you more about all the issues we 
had to go through: as a family with each of our children, but that would take up your whole day. Please know 
that Our Family has and continues to meet aU the chaDenges that come along with having a special needs 
famil y, especially one that has 3 out of 4 children with Special Needs. It has not been easy an easy transffion 
for our famil y but I can tell you that our pain and struggle were made a lot easier by the support and dedication 
of those in the Exceptional Family Member Program (EFMP) especially in the Marine Corps. We established 
stability and sense of normalcy through the information and opportumties we were given through EFMP. 

Even with their guidance, I can tell you from my own experiences as a Medical Professional and a Mother of 
Special Needs Children tiial the Military still has much opportunity to grow and improve on regarding the 
issues that affect their Military Members’ Families with disabilities. 

I would like to give you a few bullets on the issues Our Faimly has experienced to give you a better 
understanding. 

« Not having the Specialists needed to provide the care needed either by none in the Network or not 
available in the area where the family resides even after the Detailer and EFMP cleared family for area 
according to Category, (i.e. Developmental Pediatricians) 

. Traveling 2-4 hours in each direction for One Specialist Appointment Active Duty Member needed as 
Medical Escort to provide support to Spouse. (i.e. so child didn’t hurt himself or jump out of car)/ 

. Not having an EFMP Case Manager like the Marines Corps have. EFMP Case Managers knows the 
family offers assistance the entire time the femily is enrolled and direct them to local commumty 
prograJns and services. Navy only offers EFMP Coordinators who basically assist with the ^plication 
process that is it and families are left out in the cold wondering “Now What?", “What do I do nexl?’’, “So 
I’m a Category X, what does that mean for the Active Duty Member and the family?’’. 

• Issues with Schools especially when moving since many times the Individual Education Plaii (EP) is from 
another state. .The new receiving school may not offer similar programs or may just refuse since they 
know the fanuly may not be aware of their ri^ls because stale or city laws may be different Need More 
Local Military Special Needs Advocates and continuation of School Liaison Officers. Large need for 
MUitary Special Needs Uwyers so femilies don't have to spend their own money fighting the School 
System each time they move. This is especially important because the schools that educate children from 
base housing know the farmlies don’t have much of a choice and many families choose to stop fighting 
because of money, time and energy. 

. rontimie and expand the Navy EFMP Respite Care. It has helped my family plan and deal with all the 
struggles of having Special Needs Children especially when geographically separated from any type of 
social support and the Military Member is away 50-80 hours a week or deployed in harms way serving 
tiieir country. 

• Continue the ECHO Services as this has supplemented other needed services and treatments not covered 
under Tricare-Prime. This service has made a huge positive impact not only to my child but the fanuly 
because of all the progress made. 
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1 am an Army Veteran, spouse to a retired 1st Sergeant, mom to 3 fabulous children and advocate for 
my son with autism. 

Currently, 'TRiCARE" military healthcare provides less than half the recommended treatments for 
autism, and only to children of active duty sendee members. Service members who retire after more 
than twenty years and Wounded Warriors forced to medically retire are stripped of what little 
treatment TRICARE allows via the Extended Cafe Health Option (ECHO). 

Our son was the lucky recipient of such services. He received these services known as ABA, Applied 
Behavior Analysis. This is a scientifically proven medical treatment for children with autism. Scott 
received these services for nearly 6 years. During this time of treatment, we have seen marked 
improvement with his behavior and educational assessments. With the support of ABA, Scott was able 
to learn how to talk, write and even go potty. This one-on-one therapy played a major part of his 
development and overall well being. Since his father retired from the Army after serving 25 years, this 
servic6 was no longer available to Scott. 

Congress and the Department of Defense have been denying what our military children need, what my 
child needs all in the name of saving money and trimming the budget. 

Scott stopped receiving ABA therapy 6 months prior to my husband's retirement in April. Those 6 
months and the months up to today, without ABA have been met with great challenges for our son. His 
behavior has dramatically worsened and he no longer participates in school activities. He refuses to 
complete simple tasks he once mastered such as going potty or brushing his teeth. Everyday we are met 
with temper tantrums and rage. His behavior has changed so much that he has recently begun- 
treatment through medications. Drugs he never needed prior to the absence of ABA therapy. 

in late 2003 my husband purchased a vintage hobby car, a 1969 Mercury Cougar Convertible. He loved 
that car! it was to be the kind of thing that every father dreams about doing with their only son. 
Father/son bonding while rebuilding a classic car only to pass it on to his son when he becomes a 
teenage driver. That was until 6 months laterwhen Scott was diagnosed with autism at the age of 4. 
That dream of rebuilding the car became a memory as we were thrust into the world of disabilities. 

Then in 2006 Scott started to receive ABA therapy. Once Scott started to gain skills through the work of 
his ABA therapists, that dream started to look more like a reality. Scott started to learn. He was 
beginning to talk and learn how to communicate his needs to his father and me. We were so excited 
with his development. After 6 years of therapy and progress, Scott was denied access to these 
remarkable services. All because his father served his country and retired from active duty. Now that car 
sits collecting dust, never to be Worked on by this father/son team. 

My husband served his country, your country for 25 years. He earned most of his stripes and 
commendations as a Special Forces Soldier. He served in Operation Desert Storm-lraq, Operation Joint 
Guardian-Kosovo, Operation Silent Warrior-Turkey and Operation Iraqi Freedom-iraq. He has missed 
most of the important milestones each of our 3 children reached during his service. He has watched his 
children grow up from the battlefield. 
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My husband has faced many enemies over the years battling for his country and other countries in 
support of honor and duty. Now he has to stand up and fight against the very same government he 
fought for, all so his son is able to have the same opportunities as others and to learn and BE a atizen of 

this country he loves. 

Each day, month that passes cur son looses a litde more of himself. Withoutthe ABA Therapy thatwas 
denied him when his father retired, Scott's future no longer looks as bright as it once did. We worry 
more everyday what his future may include. Unfortunately one of the topics has included the "what ifs" 
and the possibility of an institution. 

It is time to do the right thing here. 

It is not too late for Scott Approve this funding to all military children, active and retired, for a better life 
of these children and for the brighter future of our community. More funding and therapy NOW will 
mean less funding and institutionalization when these children become adults 

our brave service members never leave a fallen soldier behind. Can our government say the same? 
Thank you. 

Retired ISG Brian & Christine Carton, 

Shaylynn, 16 
Scott , 12 
Laura, 8 

Moore County, NC 
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Hello and thank you for takine time to read our story. We are the Geraght/s, a proud 
Marine Corps family with two sons, Caden and Cole, and a baby girl on the way. I have the 
honor of serving as Military Spouse Magazine's 2012 Marine Corps Spouse of the Year and 
my platform revolves around Stroller Warriors Running dub. This nonprofit organizason 
encourage mifitary wives to live happier healthier lyes through running, goal-settin& 
networking, family-building, and community outreach. These women have been a source of 
Joy, inspiration, and support for me, especially during our son's diagnosis. Cole has a genePc 
neuromuscular disorder called Spinal Muscular Atrophy (SMA). He may never gam the 
ability to walk and the nature of the disease is to worsen. There is no cure but growing 
attention for the disease has supported researrh. 

Our militay community and Brian's unit have supported us throughout testing, diagnosis, 

and treatment TRlCARE,E>rtended Care Health Option (ECHO), and the Exceptional Family 

MemtarTrogram (EFMP have also been a huge asset. Wrthout them, we would not have the care and ^u.pment that Cole need . 
m and ECHO have been extremely prompt in authorizing referrals and the coverage far exceeds other insurance companies 
Ho^er ™eSE programs MUST RETAIN FUNDING AND NEED EVEN MORE AmN^ON in order “ 

needs and those of many other mllitay families. Despite the positives, our experience has not been wrthout trials and ^bulations 
and I would like to share with you some areas that need attention and revision, from our perspective as a special fam y. 

( sRnn at all I havB Called numerous times so this is not an isolated occurrence. THE BENEFITS 
DEP^Ib^MENTSHOULD be KNOWLEDGEABLE ABOUT COVERAGE AND WILLING TO HEIP CUSTOMERS. 

. TRIOtRE refuses to cover transportation for necessay durable medical equipment it can cost up to $25,000 

::rtoaccommpdateawhee.chairandsevera,— 

of the time but they deem transportation not medically necessay. inAnsrw 

MEblCALEQUlPMENTMUSTBECOVEREDTOACCOMMODATEPATIENTS'NEEDS. , 

. specialists are too far away for remote milltay locations. We drive 4 hours each way for each of Me s neurolo^ 

^ Tk • rtk ■ e. 1 nicrht of hotel stav even if the appointment is mid-day. That means we leave the house 

TO ACQUIRE MORE SPECIALTY DOCTORS SO PATIENTS DO NOT NEED TO TRAVEL GREAT DISTANCES. 

Ertended Care Health Option 1^0) rransportatlon foT necessay durable medical equipment 

TM^POBTATION FOR NECESSARY DURABLE MEDICAL EQUIPMENT MUST BE COVERED TO ACCOMMODATE PATIENTS' 
NEEDS. 

arpur'’teTdTtrnPt shew concern for our family. The case manager and staff comact us only to coirert 
rpe^oTk. During these numerous calls, they never once inquired about Cole's progress, nor offered assistance. EFMP 

KIST5 TO HELP FAMIUES AND STAFF SHOULD BE niAINED TO PAY ATTENTION TO CUENT NEED . 

. “ ^ildcare respite program is a wonderful resource butthe paperwork is excessive. They change formats frequently and 

require perfection. I perspnally know of several families that would use the program but do not because of toe time, effort, 
andZcil. EXCESS^ PAPERWORK SHOULD NOT PREVENT CLIE,^ FROM WANTING TO USE^E PROGRAM. 

once again, we are thankful for toe benefits we have and these shortfalls can be remedied with more attention and a retaining 

budget Thankagalnforyourtimeandconsideretlonforourneeds. We appreoate your concern and advocay. 

Regards, Stephariie and Brian Geraghty of Camp Lejeune, NC 



413 



Gerwig Family 

USN - Active Duty stationed at NIOC MD.and living on Ft Meade 

our son, four years old, was diagnosed with autism at age 2.5. He receives ABA sendees through ECHO 

attends speech and behavior management therapy through TnCare and ECl services through 

under IDW. We also anticipate an upcoming appointment with a Developmental Pediatrician will result 

In our 2.5 year old son also being diagnosed. 

We have had a huge problem with the county school on post not complying with federal and state laws 
in regards to special education children. It is a huge disservice to send military families into a s^hoo 
distrfet that does not comply with existing laws and makes families work to get ^ 

protections for their children. I recently filed an Official Complaint with the Maryland State Boa d of 
Uucation and their Letter of Findings has been issued. Of the 

school was found in yiolation for each item. There is no reason military families should have to invert so 
much time, energy and sanity exhausting all resources when it comes to special education. No femily 
Tould have to t^thfully, but when you are known to be transient members of a community and dealing 
with all that comes with military life as well as whatever comes with your special needs farndy 
member(s) - there should be some way to ensure Commands are aware of existing issues add "d i g 
Tnd able to address the family readiness issue SpEd noncompliance is. Especially when the school is 

located on post. 

We look forward to the EFMP program being run as one rather than by branches. Having things 
separate can be especially confusing and disjointed at joint commands. 

1 very much support the efforts Mr Hilton and so many others to have ABA therapy rolled into regular 
TrS^re in recognition of its true function for our ASD children and with full regard given to those retired 
servicemembers who have a family member on the spectrum. 

At the top of my list of things that should exist in the EFMP is a JAG Officer stationed at all major 
bases/posts whose specialty is 5pEd, or who is tasked with becoming meaningfully well versed in the 
Federal and State laws regarding SpEd. TWs Officerwould hoid some form of penodic ^alls 
(virtual or not) or- meetings with parents to pin point any possible areas needing their ^ 

they would not become a lawyer to be involved in Due Process complaints or anything they could meet 
with families and give them educated and on point advice re: their situation They could also draft 
letters to the school referencing the specific applicable laws and asking ^ 

situations in the expectation that knowing families have a SpEd 

issues many schools will stop looking at our families as ignorant or overcommitted and unlikely to tackle 
systemic problems in local school systems. 
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The Gorman Family 

Active duty Marine Corps for 12 years 

5 year old child Madeline survived leukemia, now suffers from multiple 
seizures daily with severe delay iri all areas 



Challenges with Tricare/ECHO/EFMP 


Inconsistent policies regarding coverage of medical equipment 

In our region, the Tricare Management Authority refuses coverage of certain items 
like a seizure safety-proofed bed. Other areas of the country allow coverage of these 
beds. This was an extremely large out of pocket expense for our family and it seems 
unfair that it is being covered without issue in other places, forcing us to question if 
we should just wait until we get transferred elsewhere to get it covered. 

Inadequate EFMP Respite program 

For families like ours with children who cannot do anything independently and who 
are extreme safety risks, respite care is extremely important to give the parent or 
caregiver a break. Service members work long hours and deploy often. Forty hours 
per month is not enough, especially during deployment Respite hourly pay 
coverage and time allotted should be on a scale that more accurately reflects the 
disability and needs of the child. 

Medicaid Portability 


This affects families both military and civilian with special needs children, but the 
greater burden is on military families who move every 2-3 ifears on averap. It puts 
great stress on families at an already stressful time (relocation) not knowing if their 
child will be able to receive similar services in the next area 
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HAWKINS FAMILY STORY 



Aly Hawkins was bnm at 35-w«ks’ gestation wit a rare birth defect edled es^hageal atr^i. tracheoesoph^ed 
wMoh means that her esophagus was not attached to ha stomach, while ha trachea and esophagus wae cem^ ^ a tiawtie 
St was transferred to *e local Quldrea's HospM, whae she aidured painM PICC lines with no s^hra and was denied any 
we^ D^g te operahcn, thT surgeoi damaged nawes and paralyzed ha stomach and mt^«, as «11 as 
^TrSi^tory problems and heartTate and pulse issues, nie phjtiidans released ha afta two treeks. aUhou^ ha health ■ 
^ttoldTodedhie She began turning blue. She saeamed every time I would feed ha. We would rush ha to the emageney room 
only to be told ihae was nothing wrong. The physieians refused to treat my baby. 

I immased myself into research and found a doctor in Boston that specialized in EA/TEF and wehopped on theu^^t, eanj^ 
an infent idio was so dehydrated, she was on the vage of seizmg She spent three months m-patmt at Boston Qilcta s 

hmdr^of x-iavs and studies, and finally found file issues: not only was ha esophagus barely cpening, but 
^ tisme had de^loped. She also had two heart defats and a sevae liaciieomalcia that caused her aiway to collapse almofl 100% 
^ ev^ respirato? cycle. She had developed clonus and tranors to ha extrmit.es because of the previous surgem s ^ 
Sir^ ^ o^on. Aly went home three mouths lata with a GJ tube, feedmg pump, pulse oxymeta, and refetrals to every 

specialist unda Ifae sun. 

TRICAEE and ECHO wae great whUe we wae stadoued in California. She received W hours a w^ nursing semces, a spaial M 
and approved thfsynagis vaccine that helps picvent RSV virus, winch co^d have been fatal to our baby girl. All of ha 
thaapies and speiaalists wae approved quickly, even thoii^ we wae TRICARE Standard 

Then we transferred to Virginia, whae healthcare for Aly is awfiil. It is a 6-week or longa wtot to see a >“8“ 

to see a snecialist We have to see a civilian pediatrician now because we just can t put ha care on hold like that TRIC^ has 
dmW tlS^fenal for Aly to see a dietician, and as a result my diild, who is lOW Q-tube fed has not a ±eta^ s^uM since 
^rov“ here twelve months ago! Thaapies are non-existent as their wa^fing listo are extensive^ We have teen fi^tmg tofo and 
^ to get the Oeomational and Speech thaapies that she desperately needs, hut they are only able to provide fa ha vpera^y 
famfaffoe monfa^CHO has hL a nightmare, too. They have repeatedly daned nursmg care hae, staUng m are a dilierent 
region, and you do not qualify here in Virgima.” Why isn’t th«e consistency m services . 

We have been cm the waiting list fa mucii needed respite care services for two years. We pay out-of-pocka exp^e of $852 fa foe 
yaecine, because in Virginia, it’s not covoed, eifoa. Thae is no available ADA military honsmg for us in Vngmia, and foe 
local housing office seems to be vay corrupt 

Aly has Mien flirou^ foe cracks in Virgmia, and health care hae U a joke. Why aren’t servi^ ftrou# TMCARE mi EOTO 
iMfbm tbrouehout foe regions? I feel hopeless foal the services that my daughfa desperately needs and deserves are not being taken 

careof Please help our femily and others like us. Ctomililaiy children desffve better! 


Kris Hawkins, wife of LT Rndolf A. Hawkins, PUot, US Navy 
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This is Jesse. He was bom h^y and healthy al BlanchSeld 
Army Community Hospital at Fort Campbell, Kentucky. Two 
months alter his second birthday, be n-as diagnosed with autism 
and I was told that be may never talk or be a^cdooate. 1 vras 
promised that early intervention is critical and we were hicky to 
have him diagnosed so young. Our pediatrician stressed the 
importance of speech thertgty, occigratioDal therapy, and Applied 
Behavioral Analysis (ABA) therapy if we wanted Jesse to gain 
crucial skills. With my husband deployed and no family within 2,000 miles - 1 inunersed myself 
into his world tq do everything I could. We enrolled in the Exceptional Family Members 
Program so that we could then apply for ECHO and be eligible for ABA therapy. 



It worked. Jesse will be six this September and wUl be entering a mamstream kindergarten 
classroom. Not only does he speak, he never stops speakmg! He has stones to tell about 
dinosaurs to anybody that stands still long enough for him to talk to. He isn’t without his 
struggles, we still utilize ABA therapy and are constantly working on behavior and social issues 
that pop up. 


As of December 1. 2012 my husband will retire after 20 years of honorable service and we will 
lose our coverage for ABA therapy completely. Please don’t let this happen. There are children 
out there that need this -not just to succeed but some need it just to make it through daily tasks 
that we all take for granted. We don’t just want ABA flierapy for our son, we need it. He needs it. 
We need your he^t. 
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16 June 2012 


1. My son was diagnosed witti autism while we were stationed in Germany. He was 15 mrmtiis old. As 
over-whdniing as the diagnosis was, it was evai mcae overwhelming to get all the necessary care he needed. There 
was speech, occupational and physical therapy, allergy and immunology, etc. ... and there was ABA. Stateside 
military members bad already worked bard to have ABA recognized as a need but only unda- Tricare ECHO 
CExtended Healih Care Option), whidh still denied it as MEDICALLY NECESSARY for children with a diagnosis 
ce the autism. There was only one American operated ABA company available in Germany. It was very expensive, 
and we were constantly struggling with Tricare to receive reimbursement By time we lefl Germany, ^vate ^A 
and his medical necessities, that we refused to wait for months fn in the system, had depleted our savings and 
investment accounts. 


2, We fought with the Air Force assignments team, explaining tiiattheyneededtosendustoa location that had 
available ABA for our son. With patience and persistence, we arrived at Andrews AFB. Because we had heard 
about schools that ofeed self-contained classrooms for children with autism, wc decidedtu hve m Vir^ fo the 
meantime, we begin our journey trying to find him ABA services. There were several compam«. but they M 8-12 

month waiting lists. When we finally did find a company that TYicare would cover, they left billmg to us. The 

company biUed us. and wc would wait for Tricare to reimburse us. At times, our audits cards were maxed weU 

(upwards of $ 20 , 000 ) while we waited for reimbursemeut And the iuterest was not low. So we are new, broke. 


3 Before my srm started receiving up to 12 hours aweek of ABAhedidnot speak, bad tremeridous behawors that 
included bitting himself spinning, crying coostantiy. and Uved in constant ftustration. Afta only me month of 
ABA he began to sign then steadily began his journey to beginning to oommunioate. 1 will save the cempheat^ 

teuton that he le^timately passed foe2-gtaderecmtiy. He stihhowever^^ 

contninedolasstoom. and we longforhimto be mainstreamed. ABA works. It s been proven to work. Itisalso 

MEDICALLYNECESSARY. 


4 WeareWated. Upset. Tired. Wehave the weight of the world on our shoulders. Any parent knows tire pain 

ofwatching your child go through something that youjust can't seem to fix. But h™ about knotmgfoae is 

something that will benefit your child is out there, but you only get access to a SMALL portion of it You don t 
only give a “tittle bit of chemo'' if you have cancer, or a “little bit of physical * 00 ^/' to someone who w^ m a car 

acctilL and broke their legs. You give them what wUl benefit them completely. I feel tike someone has dangled 

that canot on a stick we continue to chase. I feel as if someone is saying to us, “Thae rs -this sacntlficatiy proven, 
medically necessary therapy that can benefit your child, but we are only going to pvc you a quarter of iL 


4 Currently myhusbandisstatiouedinDcver.Delawareandccanmuteshomeonweekends. Because he was force 

to move we lost nearly $1,000 in amemth in housing allowance and now have to mamtam two housdiolds. Thae 

arenoABAservicesinDelaware And even ifthere was there would be waiting lists. So, we sep^om&^y 

so that my son can continue to receive his ABA services. And my husband continues his service feilhfully m hopes 
that the miUtaiy wUl do due diligence and take care of his femily in his absence. 


5 ABAshouldbegivoitousasitwasformdtobefliemostbeneficiaLatdO+hoursperweek. Itshould^obe 

made to avallahle to miltary retirees. Cutting these services at retiremmt from active |S a traves^. Om men & 
women who serve our country dcsove peace of mind (hat foeir femily in taken care of both during and afta the 
compl^on oftheir militaiy sovice. They earned it and our chtidren deserve it 


MELISSA A. HENDRIX, 
Military Spouse 
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The Samuels Family 



BRANCH: US Navy 
DUTY STATION: NAS Fort Worth JRB 


EFMP CATEGORY: 5 

Kaitlvo Samuels was bom with severe brain abnormalities which resumed In severe global d^etopmental 
deia s Lebral palsy, scoliosis and a seizure disorder. The family's biggest hurdle in canng for Kaitlyn has 
been gaining access to the Medicaid Waiver. They are entitled to this, however Mark s mihtaty service has 

made this impossible at every duty station except for one. Here IS their experience: 

Due to Mark's career we have moved five times since Kaitlyn's birth In 1996. While we have managed to make 
every move successful for Kaitlyn in terms of medical care (by being on Tncare Standard rather than the more 
cost effective Prime) and school (by living within the best available school districts) one area that s 
frustratingly difficult is access is the Medicaid Waiver program. AS you are aware each state handles its oiwn 
rnlmm therefore military families must start over with each move. Of the six locations we have lived with 
Lidvn only the state of Maine did not have a waitingTist for their Medicaid Waiver (the Katie Beckett Waiver 
in Maine) Our current waiting time here in Texas is over 4 years for one waiver and over 10 years for another. 
Thi^is the typical wait time we have encountered in each of the other locations in which we have lived. As you 
Low militia orders are rarely longer than 2-3 years, therefore, in most states military farrnlies never make 
Tff the waiting list before being put at the bottom of the list in their new state when relocating. 

One of the mLt helpful benefits of the Medicaid waiver is access to respite care. Military families rarely live 
Lar ertended family and ve^ often the active duty pamnt is gone. Therefore respite care is an even gre e 
need for military families than most others. My daughter is 15, but requires the care of an infont I must dress, 
Lthe and diaper her Having respite care when we lived in Maine gave me a chance to do things with 
my otLr two children that are hard to do With Kaitlyn. It gave me time to catch my breath both physicaHy and 
emotionally And it gave me an extra set of hands when my husband was gone. There must be some way to 
address this problem Possibly some type of waiver program for military families that is not tied to a particular 
Itate 1 am not seeing help for someLing special for military families. , am asking for help for what we are 
already entitled to, but our family member's service denies us. 


Jennifer Samuels 
Navy wife of 19 years 
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Sir/Ma’am: 

We are an active duty family with an autistic 6 year old daughter and an 8 year old 
daughter that is recovering from difficult leukemia treatment and cumently receiving her 
treatment at the New Walter Reed hospital in Bethesda, MD. I have over 20 years in the 
military on active duty and as I am nearing retirement, we are very concerned on how we are 
going to continue Haynah’s Applied Behavior Analysis (ABA) therapy. 



My autistic daughter’s treatment plan for autism includes a wide variety of treatment 
aside from the ABA therapy to include but not limited to speech, occupational therapy, 
hypotherapy, gluten/casein-free diet, LDA shots, and attendance at a Fairfax Country Public 
School autism elementary program. The ABA therapy has and continues to be a critical part of 
her treatment as we cannot even imagine where my daughter would be without it. The financial 
burden is already very significant as we pay out-of-pocket expenses not covered by TRiCARE. 
Even though the ABA therapy benefits are a true blessing, my daughter still requires more hours 
than allocated, therefore, we also pay out-of-pocket for these additional hours. However, with 
the current ABA policies for retirees, her treatment plan will be seriously affected by our inability 
to support her financially. 

Please consider our huge challenges and that of many other military families that have 
similar circumstances. Treatment of autism is a huge financial and emotional undertaking for 
the families and all involved, and your help would be greatly appreciated by all, but mostly by 
these autistic children. 

Sincerely, 

Theo Kang and Family 
7981 Viola St. 

Springfield, VA 221 52 
Kang.theo@gmail,com 
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16 June 2012 


I am the proud father of twin sons who were both diagnosed with autism while 
I was on active duty in the Army with more than 28 years of military service. Both 
sons received Applied Behavior Analysis (ABA) medical care while 1 was on active 
duty. But when 1 reached mandatory retirement at 30 years of military service, 
DOD TRICARE would no longer pay for any ABA treatment. Does my retirement 
change anything about my children's condition? 

One of my twin sons is non-verbal and requires OT as well as speech therapy in 
addition to ABA therapy. Military readiness and the fair treatment of all 
categories of military personnel, active duty as well as retired, are important 
considerations for DoD health care. 1 have many out of pocket medical expenses 
resulting from the autism spectrum disorder diagnosis of my two sons. 

I hope this unfair policy, in which retired military family members are excluded 
from reimbursement of ABA medical treatment by DOD Tricare, is finally 
corrected. 


Kenneth D. Shive 
COL (ret) US Army 
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Mclntyre-Brewer Family, US ARMY 


Pediatric Needs: Lorelei, 7 years, hypoplastic left heart syadroine (HLHS), PTSD, 

OCD, Harlequin Syndrome, seizures, tics, extensive pulmonary 

JoJo, 5 years, cerebral palsy, plagiocephaly. residual PDA, BAY, 
insufficient aorta, tricuspid prol^se, endocarditis, multiple tumors 

Primary Issues Relative to Access to Care: 

1. Continuity of care from one permanent change of stahon (PCS) to °ext ^ 

denied de^ite proof of history with in-network provides though the Chddren 

Hospital of Philadelphia (CHOP) was demed m the " 

who wished to retain children within the Military Treatment Faci^ and a 

rvritten care plan previously established through the Ex^pto^ F^y Member 
Prosram (EFMP). Recourse protocol was followed and ended a switch to 
Tti(S:e Standard despite contacting the central EFMP office ^ toe 
advocacy from CHOP, and proofthal adequate care was not bemg provided by 
clinician who tagged referral for Right of First Refusal Review of files was done 
Souse, rathe^athird party review, and limited patient advocate recourse 

2. ^ntaS reduffioL in payout for services to civilian providers 

various specialists and hospitals to refuse Tncare patents, ^tmg qu^ed ^e. 
The fin^ial crisis has been sited as reason for hmitmg distant travel to v^t 
fa cilit y used since birth and denying referral despite proven patent hifto^ with 
institution, willingness to forfeit travel reimbursement expenses, and limited 

availability ofspecialized services for patient. , , • , j- 

3 MTF medical records have been lost multiple times or NOT r^rded, mcludmg 
toe entire first years of our daughter’s life. MTFs also regulmly ignore requests 
from civilian providers for information, despite usmg correct channels for 
acquisition of information Loss of records has led clinicians to tequ^ 
procedures that were unnecessary and redundant, mcludmg sedated NMs, 
echocardiograms, labs, and other interventions that proved a waste to taxpayer 

dollars and trauma to pediatric patient. 

4 Communication and appointment collaboration for children ^ comply medical 
' needs is disjointed and very seldom followed through. ■ The direonnect between 

front desk services and inability to contact clinicians has created vanous instances 
of ignored medical requests, situations where hospitalization could have been 
easily prevented with early intervention, and inability to access cm^_ 

5 Rigln of First Refusal ultimately compromises toe health md weU-bemg of 

' chronically and severely disabled children as it reta^ children who s^i^ 
routinely monitored by the same team of eiqierts who have the ability to est^hsh 
adequate protocol, limit toe misfiling of infon^ioi^ and ensure ^ 

he^ for patient. While useful in healthy patient circumstances ^ v?? 7^ 
medical needs, it is inappropriate for life-long medical issues with established 
care protocol in place already. 
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My name is Jennifer Lockwood and I’m writing to yon today to ask for 
yonr support of HR 2288, the Caring for Military Kids with Autism Act. 

I’ve been rnarri^dtni^t^ since before I was mmied. My^fate is a 

My husband submitted all fte required paperwork for my son’ s enrollment into ^ by 

September I was told that there was no paperwork and my son was not m the system. EssentiaUy we had to 

StTe process over agaim My son was not auflrorized to begin ABA therapy unUl he was processed 

through EFMP and enroUed in ECHO. For children with Autism, it ts unperatrve to start e^ mte^^hon 

as so® as possible to cnmre 4e most benefit and the greatest posrtve unpach Became of the eng&y 

enroUmentprocess and the lost applications, it was January 2009 before my s® was fully ^oM 

approved Due to the demand for ABA therapy, my son did not receive his first session un^ Apri ^ 

M ABA been an approved medicaUy necessary therapy under Tricare. I mspect we would not have lost 

close to ayear of my son’s precious time. 

AlMAe recommended amount of ABA therapy is 30 - 40 hours/week, my son only r^eives 10 
W^k, not near what is recommended, but absolutely better than nothmg. Due m p^ because of 

this would not have been so had these services not been available through ECHO. 

Because of where my husband is currently stationed. I live thousands of miles away from my fai^y and 
have no family support When my husband was deployed, tiiere were many dys when I was so ^d arid 

elusted froLe^ motiier, father, and dierapist to my son, that I just needed a few hours to mysdf. I 

" m^e ab?ut respite care, which is a benefit that the EFMP and ECHO pro^ provide for to 
^es of d^loyed soldiers. I was told that any respite care that was provided would be detected from 

„’s alre^yminimalABAtherapy hours. Respite for a deployed soldier s ftoy should not be 

mLded at the Lpenseofachild’smedically necessary ABA therapy hours. Ichoreto forego respite. 

Lause my son’s medically necessary therapy was more important than his mother s well-bemg. 

As I stated earlier, my husbandhas over 25 year’s active duty Army Special Forces. He has ployed 

^ultiSlesthrou^outhismihtary career, potentiaUyriskinghHlHe each 

from a yearlong combat deployment in Afghanistan and is scheduled to deploy agam m A^ wto 
Im most likely be anotiier year. Alto^ my husband has more than enough years to retire from mrh^ 
service, he calot for fear of losing all medicaUy necessary autism therapies for our son; retirees are not 

eligible for ECHO services. 

Myhusbandhasmademany sacrifices for this county, so I ask you to do wM is right and offer yom 

support to him by supporting HR2288. The medically necessary therapies that our son requires should 
our son from having a falher present in his life. 
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The Maki F amil y 
USAF 

Caleb, 5 years old 
Diagnoses: 

Autism, Celiac disease. Apraxia of Speech, Sensory Integration Disorder 



Our current base is 45 minutes firom the nearest city that provides the necessary services, 
such as. Speech, Occupational and Physical therapies. Our in-home ABA therapists 
travel 45 minutes each way 3 A days a week to work with him and our BCBA drives over 
2 hours each way when she comes up to supervise. Caleb received some additional ABA 
services through our state programs, but that has now ceased due to a health bill that was 
passed mandating insurance coverage. The gains made in the last 6 months when he 
received a total of 25 hours per week in ABA therapy are now threatened without those 
addi tinnat hoUTS and Tricare cannot fiU that void leaving us with the cost of maint aining 
those additional hours that he so desperately needs. In fUture months we will have to 
choose between providing that much needed behavioral support and continuing to 
provide him with the specific nutrition that he needs due to Celiac and various other 
allergies and sensitivities. 

Struggles: 

• Remote base location and limited resources available locally 

• Limited amount ofABA therapy funds 

• High cost of maintaining gluten fiee diet and nutritional supplements 
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Hello Committee Membere, 

Thank you for the opportunity to share the concern that my husband and I have regarding Autism rare. We sincerely 
appredate this forum to provide our famil/s story. 

We live in Eagle River, Alaska. Dave is an active duty member of the Alaska Air National Guard. His active duty status 
allows us the ben^ts of the Tricare insurance coverage. He has mA the time requirements for retirement, and one 
month ago we had to make the difficult dedslon to submit retiranent paperwork. Last year Dave had to have su^ery on , 
both feet to repair severe arthritis that has developed, over the course of his miiltary career, due to combat training 
injuries from when he was in the Army. Because of the^ surgeries, he is on a waiver for the physical fitness tests. He 
was told that there was a. very stnang chance of him being forced to retire due to ^ese medial issues. This is so scary 
for us because the Tricare benefits for our son will change. He will no longer be eligible for his Applied Behavtoral Analysis 
therapy. 

Cole, our sbc year old son, is an absolutely precious boy who loves Star Wars. He can create the most fascinating things 
wrth Legos. He loves to snuggle with us and read stories. If you had an opportunity to meet Cole, hiS sw^ smile would 
melt your heart 

Cole has high funcdoning autism, with horrific meltdowns that threatened to tear our family apart For years these 
occurred several times a day, and required that my husband or I wrap him up and hold him tight for over 30 minutes to 
an hour while he screamed and raged and fought us. Our family was hdd hostage by these behaviors. 

Over the course of two years, we sought help from a psychologst two psychiatrists, and our son's pediatrician. While 
these professionals were empathetic arxi supportive, th^ were unable to help us. We were told by our psychologist that 
most families would not have been able to maintain as long as we had, and they would have had to place their child in 
residential Ijeatment 

As horrifying as the thought was to have to put our 4 year old into such a restrictive setting outside of our home, we 
understood families who had to make that choice. With the exception of strong psychotropic medication, and weeWy 
counseling, there was not the intensive support available that we needed. That is until we found out about Applied 
Behavioral Analysis (ABA) therapy. 

Our family was so fortunate because we found out that we were eligible for this therapy due to Dave's active duty status. 
This therapy was a God's send to our family. Our son is progressing and learning the necessary skills to interact 
appropriately without defaulting into explosive rages. His therapists are highly trained, amazing people. They come into 
our home and work with him for three hours, four days each week. 

This last school year, Cole was only able to attend Kindergarten half of the day. He becomes-overwhelmed very quickly, 
and ran only handle a few hours of the Incredible sensory stimulation that occurs at school. He struggles during play 
dates and usualfy leaves crying or angry after a short amount of time. He is so very aware of how others perceive him, 
and desperatefy wants to fit in and have friends and be "normar as says. His ABA therapists are trained to work 
through several goals at a time, and when he attains each goal, they tadde another area of need. It is a slow process, 
but rr WORKS! It is amazing to see the difference In our child alter the last year and a half of ABA therapy. 

I would like to make an Important point that many people may not understand. ABA is NOT provided in the dassrrom for 
most children who have autism in this country. Perhaps severefy autistic children who do not speak will be placed in the 
intensive needs classrooms with special education teachers who may use parts of ABA to get them through the day. 
However, this is not the case for the high functioning child who has the greatest chance of bdng able to function 
independently with this therapy. 

As we think of Cole growing older, we have great hope for him. He is an extremely smart toy, and has the potential for a 
life that Indudes friends, a college education, and a self-sustaining career. ABA therapy is a critical resource for Cole 
during this important developmental time in his Ufe. 

Once Dave retires, although we will be able to retairr our Triwest insurance, the ECHO prograrn under Trivvest that 
provides for the ABA therapy changes. Cole wiH no longer be eligible for this vital therapy that is helping him tecome the 
person he is meant to be. Our family desperately NEEDS this therapy to continue. 

Thank you for taking the time to review this extremely In:tpcxtant matter to thousands of families. 
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The Mendiola Family 

Our son, Michael, was diagnosed with autism on his 
third birthday, November 23, 1994. Atthe time we were 
stationed in Yokosuka, Japan, and the doctor informed us 
that we wouid need to return to the states ASAP because 
appropriate therapies were not available in japan, it took six 
months for the Navy to finally get us transferred to the 
states. 

At that time, ABA was not covered by CHAMPUS 
(which has since been replaced by TRICARE), but we tried 
multiple times to get our son approved for speech therapy. 
We were finally approved for speech therapy and 
occupational therapy when he was in third grade, age 8 or 9. 
By then a great deal of time had been lost that we couldn't 
recover. 

When ABA became a covered therapy under ECHO in 
2005 we were preparing to transfer, so we waited until we had moved before we pursued it. 
After’the transfer, it took over 18 months to find an ABA provider with space on her schedule 
for our son. During that time, we saw much regression, as we had no therapy for our son. 

Once ABA started, we were very pleased with the progress we saw. Language progressed 
impressively, independent living skills were becoming a reality, and his interaction with those in 
the community was becorning more age-appropriate. Through all of this great progress, the 
dark cloud hanging over our heads was the knowledge that upon retirement from the military, 
ABA therapy would no longer be covered by our insurance, and we would likely have to 

discontinue it. , . ' 

My husband retired from the US Navy with over 30 years of service to our country on 

August 31, 2011. We could not afford to continue ABA therapy for our son as private-pay 
clients, so'we had to discontinue it. Since that time, our son has visibly regressed. At first we 
thought it was just our perception, but everyone (bus drivers, school teachers, friends in the 
community) has noticed and mentioned it to us: It is very difficult to get him to speak with 
people anymore. His ability to focus and complete a task is almost non-existent. He is 
retreating into "his own little world", and we are finding this heartbreaking to watch. We do 
everything we can to encourage progress, using techniques we learned from his therapists over 
the years, but it Just isn't enough. 

The only change in services he has had in the past year is the loss of ABA therapy, we 
therefore believe that this has to be the reason for his regression. At this age (20 years old) his 
options are very few. He will age out of public school in 18 months and will then have no 
services whatsoever, as the waiting list in our state for medwaiver services is decades-long. 

ABA therapy is the only proven method to treat autism. Our son needs this therapy to make 
progress and become a happy, productive, independent adult. Please make the changes 
necessary to include ABA therapy under regular TRICARE coverage so that families of retirees 
are able to provide this therapy for their children on the autism spectrum. This is the right 
thing to do for these families who have sacrificed so much to serve our nation. 



The Mills Family 


• Dad was wounded severely in 
Fallujah Iraq by an RPG and forced to 
retire because of the severity of his 
injuries 

• As a retired Marine and disabled 
veteran, the family relies on TRICARE 
for coverage of medical services 

• Son Shane has autism 

• Because Dad is retiree, Shane's ABA 
care is not covered by TRICARE 

• Family faces out of pocket costs of 
nearly $5,000/month 

• Family has sold their home to pay for 
the medically recommended ABA 
treatments for Shane 
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From the Mosser Family; Jim (dad), Irish (mom), Jesse James (age 7) and Wyatt (age 5) 

Hi and thankyoufortakingthe time to read my letter about our family. 

I am a Military spouse, my husband Jim is in the Army and has served Our Country for almost 29 years. 

He has been deployed twice and received two Bronze Stars, one for Desert Storm and one for 
Afghanistan. He has had various othertours stateside and has served over seven years overseas with 
about 15 moves in total. 

In February of 2009, Jesse James was diagnosed with Autism. To add, a Genetics Test revealed he has a 
lOplS Chromosome Deletion. Also, he has asthma and a seizure disorder. Wyatt was diagnosed with 
Autism in July of 2009. To add, he has asthma and sensory processing disorder and multiple allergies to 
antibiotics which, if taken, can cause febrile seizures. 

Jesse and Wyatt have been in early intervention with Occupational Therapy (OT) and Speech Therapy 
since they were 18 months old. Jesse and Wyatt started Applied Behavioral Therapy (ABA) in February 
of 2010 and we have seen a tremendous change for the positive for both our boys in spite of their 
health issues, including three more moves in total. Actually, the learning curve they have achieved has 
far surpassed our expectations and has made our life so much more fulfilling. We can now do things as a 
family! ! ! Had we relied on ONLY Speech and OT we know our boys' progress would have been much 
slower and their lives much more challenging. 

My husband is eligible to retire and it scares the LIVING DAYLIGHTS out of both of us. Even having faith, 
we are still very concerned about retirement because we know the boys will no longer receive ABA 
therapy. To financially afford ABA therapy is completely out of our realm to achieve which no parent 
should have to bear that burden knowing we are unable to pay for a life changing and lifesaving therapy 
we know will save our children’s lives and give them a better future. A future we dream of for them. My 
husband is also a wounded warrior and we are fortunate he is still able to remain in the Military yet 1 see 
that he struggles 'to do the things he used to do and I know why he puts those boots on everyday and his 
uniform because he knows that Jesse and Wyatt count on him to have the best possible medical care 
and he is proud to Serve His Country. We appreciate your time and we have faith that you will give our 
kids a hopeful and bright future by passing this bill. 
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17 June 2012 

Dear Senate Armed Services Subcommittee on Personnel, 

My husband was a dedicated solider, who dreamed of a lifelong career in the Army. He devoted his time to 
serving his country well. Unfortunately, he was injured in a training accident, which has permanently deteriorated his 
knees. Things might have been different had his unit at the time allowed him to seek proper medical attention 
immediately, but he was told to work through the pain. He did and working through that pain cost him his career. He 

was medically retired in July of 2007. 

We have a five year old daughter. 

Samara, who we tried so long to get. We went 
through a lot of heartache before we were 
blessed with our miracle little girl. Although things 
on the civilian side of life were more challenging 
than we had hoped we were and are thankful for 
our Tricare Standard. When our daughter was 
diagnosed with Autism we were confident that 
because we had such amazing insurance we 
would be fine. Much to my dismay it has been a 
repeated no. It was even suggested that my child 
be adopted by someone on active duty so that 
she could have the therapy she needs. 

We are grateful for the Occupational and 
Speech therapies she receives as a beneficiary, 
but everyone knows she will flourish with also 
having ABA therapy. It is dumbfounding that 
through our medical insurance our country has 
turned their backs on our child, and countless others like her with autism. He father fought and served honorably, for 
our country. Being retirees with a child with Autism is like a slap in the face. You cannot provide the therapy they need, 
and no one seems to think your sacrifice to your beloved country maters anymore. 

We are respectfully asking that you make ABA therapy available to all Tricare recipients, and to make it 
affordable. We need to give kids with autism the best life possible, without ABA it isn't the best possible. Her father gave 
his best; show some appreciation and allow his daughter to possibly achieve her best too. 

• Samara Is a five year old with Autism, whose father is a disabled Army Veteran. 

• She needs 20-40 hoursof ABA therapy a week to help her achieve the best life possible. 

• If ABA becomes a benefit for all Tricare recipients. Please somehow make it affordable for us. Currently oUr 
Tricare has B0/2Q coverage. However, even with a 20% co-pay it may place it out of our and many others 
financial reach due to the sheer amount of therapy involved. Please keep this is mind, and make the out of 
pocket costs zero to minimal for all recipients. 

• Her disability is preventing her from Joining her peers in Kindergarten in the fall, with ABA therapy we are 
hoping she will "catch up" to her peers academically, and socially. 

• We have a 9 month old son, Sabastian, who is already showing developmental delays, and has started early 
intervention therapies. If we receive the diagnosis of Autism we would need him to receive ABA therapy as well. 

Respectfully, 

Travis, Tami, Samara & Sabastian (Booth) Ort, US Army Retired family 
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16Jun2012 

I have served 14 years as an Air Force Dental Corps officer. I am the mother of three children. My second child, 
Peter is 9 years old and is autistic. He does not speak or read, has minimai imitation skills, does not understand many 
social concepts, and lacks many life skills. We have been fortunate to be able to utilize Tricare Extended Care Health 
Option (ECHO) forservices when needed atvarious bases. However, I believe that these benefits have concerning 
limits. The present $36,000 per year allotted by Tricare ECHO may cover 9 hours a week of Applied Behavior Analysis 
(ABA) therapy-far short of recommended intensive therapy. 

Presently Peter his siblings, their father, and my mother-in-law live near Joint Base McGuire-Dix-Lakehurst, NJ 
where 1 was assigned. Peter is receiving year-round schooling at an ABA-based school paid by the Pemberton, NJ Public 
School District. Since May, I am living in San Antonio stationed at Joint Base San Antonio where I'm now assigned. I am 
anticipating my family will remain in NJ for the two years that I will be here. The public school systems in San Antonio do 
not use ABA therapy, has higher student to teacher ratios, and will not provide summer school for Peter. If we move 
Peter his ABA therapy will be reduced from 25 hours per week in school to 10 hours a week using Tricare ECHO funds in 
a cenfor-based or home-based program. He has lost skills with inadequately trained DODEA teachers when we were 
overseas and when he was living in San Antonio using the public school system. If we move him back to San Antonio, he 
would most likely not continue with the same progression of learning. 

Our family separation is our solution for now, but we are concerned what will happen to Peter when I retire 
and when he is no longer eligible to use the public school system . Peter makes consistent but very slow progress 
learning important life skills, in order to become as independent as reasonably possible and less of a burden on society, 
Peter will need continued teaching beyond my permitted active duty time. These skills are beingtaught through his ABA 
education and not through medical therapies. We are fortunate for now. But other families with special needs family 
members ere notes fortunate due to military status and cannot use services funded through Tricare ECHO. Shouldn't 
these vital benefits be considered basic medical needs for all-active duty, retirees, guard, and reservists? Shouldn't 
these special needs dependents be given the opportunity to learn in a way effective to them? 

if you have any questions, please contact me via phone (609) 845-7689 or e-mail cc gariniahotmail.com .. 

Very respectively, 


Cecilia 1. Garin 
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My name is Linda Reiliy and my husband, Shane, is a Major in the US 
Army. We have 2 kids: Charlotte, who is 7 and Alexander, 5. He is on the 
Autism Spectrum and has been diagnosed since he was 2. Shane was on 
Active duty when Alexander was diagnosed so we were enrolled in EFMP 
and Alexander received ABA therapy through the ECHO benefit. This has 
helped him tremendously where he went from not even looking at us to 
speaking in full sentences. We are enrolling him in regular Kindergarten 
this year because of the progress he has made. 

My main concern is continuing benefits once my husband's duty status 
changes. He has actually taken an assignment overseas to Kuwait to stay 
in Active duty so we can keep Alexander's benefits. With the upcoming 
transition to school, it would be devastating to lose these benefits. The 
company we work with only deals with military benefits and our therapists 
and ABA has been vital to his growth. 

So we are sacrificing our kids’ time with their Father for the benefit of 
Alexander. Why can't ECHO coverage be extended to Guard and Reserve 
families? It is not fair to just cut off these life-changing therapies. 

I hope the current legislation will extend these benefits to ALL military 
families regardless of status. We need to honor the sacrifice our troops 
have made for their families and help our kids succeed. 

Thank youl 
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The Reyna Family 

Our daughter Karsyn was diagnosed on the Autism Spectrum with PDD-NOS. My husband is currentiy 
on Active Duty and we are enrolled in the ECHO program in order to receive ABA benefits. My daughter 
has made tremendous improvements with that I’m not sure she would have otherwise made without 
this therapy. Unfortunately, due to the dollar amount $36,000, Karsyn only receives 6 hours per week. 
Furthermore, this coverage is only available while my husband is on Active Duty. If he were to get 
injured in combat, die on active duty, or just retire not only would my daughter face significant 
difficulties coping with the loss of her father or permanent disability (excluding retirement) but she 
would also lose the therapy that has will most help her become an independent functioning member of 
society. Please consider making ABA coverage available for all military, active duty, retired, and 
medically retired/discharged. It will make a significant difference in many lives of the military members 
that have sacrificed so much for the United States. 



My name is Susan Reynolds and I am married to AF TSgt Jeremy Reynolds. We have a son named Ian 
who is 22 months. My family is currently assigned to Fort Bragg, NC which Is home to the 82"" Airborne 
Division, and the Airborne Corp. My husband is a Combat Weatherman also known as a Battlefield 
Weather Airman. Jeremy has deployed twice both to Iraq and Afghanistan and we are now preparing 
for him to deploy again sometime next year. 

Ian, our son was born at 36 weeks and 6 days weighing only SIbs and lOoz and was only 19 % inches 
long. Within a few weeks of having Ian home we noticed a flat spot on the back of his head. With our 
upcoming move, I didn't push the flat spot issue until we settled into our new clinic at Fort Bragg. On 
April 16'^ our rental home was hit by the tornadoes that came through NC. My husband also left for 
Afghanistan and my son and I moved into my parents' home over an hour away from post. 

Ian started having ear infections around that time, and I was pushing more and more about the flat spot 
and getting a referral. I was told by his pediatrician that Tricare policy stated that Ian had to be a year 
hold and have head x-rays completed before a consult for a pediatric neurologist could be given. I have 
now discovered that that Tricare policy is not true nor does it exist. I got Ian's x-rays and kept pushing 
for a consult. Finally in August for Ian's 12 month check up, I was given a consult. 

Helmets are most effective for chiidren under the age of 12 months. By the time Ian was in his helmet, 
he was 14 months old. 1 was inforthed that Tricare does not provide coverage for helmets and he 
recommended another company in Cary that would provide a 50% discount to active duty military 
families. Ian went tn Level 4 Orthotics in Cary lhttp://www.levelfour.us.com/) . I chose to pay for my 
son's helmet because the potential long-term negative effects were unacceptable. 

The lack of education on plagiocephaly is ridiculous and the made up policies from my base clinic made 
the situation worse. 

My group is called: Cranial Helmets: Re-Shaping Our Children's Future By Using Our Heads. My son is 
my inspiration and when I see that hewasn't able to get the best possible care afforded to him, I 
became upset. Instead of complaining though, I decided to be a part of a solution. That solution is to 
change the policy and ensure that our military children are receiving the best possible care. 

My husband has served his country and been deployed twice. He will be gone again next year. I hear a 
lot oftalkaboutthe sacrifices of military families. When my husband comes home from a deployment 
or training my son experiences horrifying nightmares because Ian is unable to understand that his father 
is home. Our lives are dictated to us and our military serves this great nation without question. The 
least that we can do as a nation is to have the best medical care for the family member. 


433 


Congress, help us! 

Our son's ABA coverage stops in one week! 


My name is Jesus Rodriguez, and i have recentiy retired from the U.S. Navy after 
faithfuiiy serving 20 years of active duty. My wife and I have a 9-year-oid boy with 
Autism. Alex is a remarkable success story of the effectiveness of early 
intervention, specifically applied behavior analysis (ABA). He has been receiving 
ABA therapy for the past 5 years, and it has made a significant impact in his 
communication and self-care skills. 

Unfortunately, my TRICARE ECHO benefits are due to expire on 28 June 2012 and 
cannot be renewed because I am no longer active duty. Our son will cease to 
have any insurance coverage for this crucial therapy that has made a difference in 
our famil/s life. Although Alex has made great strides. Autism is a life-long 
disorder that did not go away upon my retirement. We are ven/ worried that we 
will not be able to afford the amount of ABA therapy hours that my son currently 
receives and will no doubt need in the future. This type of therapy is most 
effective when consistently applied in childhood, but it is ineffective when it is not 
provided or is severely limited in hours provided. 

1 have never asked Congress to take specific action on an issue as important as 
this. Similar to many in my situation, it is absolutely personal. Just put yourself in 

our shoes. We retirees have served our country to the best of our abilities, 
enduring military life in peacetime and during war. Our spouses have supported 
us and made numerous sacrifices. Don't we deserve some help when we need it? 

All 1 am asking for is to give my child the support he needs to learn and grow. He 
may one day thank you himself. 1 implore Congress to help our children 


immediately. 
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The ROUTHIER Family 



- On November 3, 2009 our oldest son, William, was diagnosed with PDD-NOS, 
an autism spectrum disorder. 

- 7 days later, David deployed for Afghanistan leaving Michelle with 2 year old, 
William and 7 month old, Benjamin, who was diagnosed with GERD and failure 
to thrive. David spent his last days before deployment NOT spending time with 
his sons and wife, but on base, trying to get William enrolled in EFMP and gather 
the steps for Michelle to complete the process for ECHO. 

- Wth no. help from anyone of base and conflicting answers, it was January 2010 
before Michelle managed to find out that Liam had been successfully enrolled in 
EFMP and then several weeks to complete the ECHO process. 

- In terms of therapy, that meant William lost 2 months of potential therapy. 

- Since starting ABA therapy under the ECHO program, William has shown 
significant improvement gone from not communicating and 35% delayed in 
social skills to near age level in both language and sodal skills. 

- The Routhier family is about to make their second PCS since David’s return 
home in June 201 0, which means more months of waiting list and iost therapy. 
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The Schuchs-Gopaul Family 

BFWNCH: US Air Force 

DUTY STATION: Davis-Monthan AFB, Arizona (355*'' 
Fighter Wing) 

The Schuchs-Gopaul family is a dual-military family 
with two children. In 2008, while stationed at Maxwell 
AFB, Alabama, they began to suspect that their 16- 
month old son, Evan, was different. He did not speak 
at all. This is their story: 

In 2006, after 314 years of being stationed apart, my husband and I 
were both assigned to Maxwell AFB, Alabama. It was a wonderful 
assignment that reunited our family, but introduced us to 
challenges we never could have imagined. Our son. Evan, was bom in May 2007 while his father was 
deployed to Afghanistan. Evan. was a happy, healthy and quiet child. He never talked. While other 
children in his pre-school class were singing songs at circle time, Evan was mute and becoming hard to 
control. By 16 months, we decided that something was wrong. We found ourselves with few places to 
turn for help. As EFMP assistance for Air Force families was in its infancy, we were referred by the Air 
Force to the State of Alabama (Department for Retarded Citizens) as Evan was viewed has having an 
■educational problem.' The State of Alabama tested him, determined that he was delayed, and then 
provided speech therapy for him once a week. 

In 2009, we were.assigned to the Pentagon. The State of Virginia accepted Evan's IFSP, provided him 
even more therapy, artd then provided us the bill. While services for anlFSP in Alabama had been paid 
for by the state, Virginia required parents to cost-share. While we absorbed this increasing and 
unexpected cost, we were finally given a refemal to a developmental pediatrician at Walter Reed Hospital. 
Evan was diagnosed with autism spectnrm disorder (PDD/NOS) and we were told that he needed 20-t- 
hours a week of ABA therapy to progress. Facing thousands of dollars in therapy costs, -we finally 
discovered TRICARE/ECHO. While it would not fully cover the 20+ hours of ABA therapy prescribed by 
the military doctor, it would help us provide 1 5 hours a week. At 30 months old, and after only a few 
months of ABA Evan said his first word. 

Evan is now five years old. Our mcrve to Arizona was challenging. With a different view of PDD/Autism 
than we found in Virginia, the first thing the school system did vras slash Evan's speech therapy services 
(lEP) by over 50%. With ECHO-provrded ABA therapy helping to till the gap, Evan still progressed. In 
May, he graduated from an inclusive preschool prrogram and he will start kindergarten with his peers next 
fail. Evan talks, sings, and loves to pretend he is a pirate; each new step representing a tremendous 
victory. 

We are, and continue to be, grateful for the TRICARE/ECHO program. \While every state we move to re- 
defines Tree appropriate public education" for Evan, the ECHO-ptovided ABA services have given this 
military child a chance to progress - no matter where we live. We will lose this benefit upon retirement 
from the military. As parents, we worry if our nomadic lifestyle has affected Evan's ability to succeed - a 
worry that will not end upon retirement from active duty. We ask that ECHO benefits continue to be 
available to our military child who has served along wtith us — even after we retire from active duty. 




The Stones 

•Branch: Air Force 

•Status: Both Active Duty (Join Spouse) 
•Awesome Warrior KIddos: 

•Anna, 2 
•Katie, 3 months 

♦Anna's Diagnosis: Angelman Syndrome 
■Severe neuro-genetic condition 
•Lack of speech 

•Significant developmental delays 

•Feeding difficulty (feeding tube) 

•Life threatening seizures 
•Lifelong care required 
•Our experience thus far 

•Air Force works hard to accommodate our 
complexsituatlon 
•Our concerns 

•ECHO benefits after retirement (including 
ABA for non-Autism diagnosis) 

•Childcare that can handle significant special 
needs 

•Post 9/11 GI bill transferability for special 

needs dependents 

•lEP transfer across states 
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The Tarwater Family 



Currently stationed at Lackland Air Force Base, Texas 


Nathan was born with a rare chromosome disorder that has made him dependent on us for all of his care. He is 
medically fragile, nonverbal, uses a g-tube and is not able to walk or sit on his own. Addison and Caden were both born 
with deftlio and oalates. Both of them face a lifetimeof surgeries and speech therapy. 


Concerns; 

• contlnuitY of health care services for our children. 

o Nathan Is followed by 17 spedalists and every time we move we have to start over with his health care. 
The nature of his medical needs makes it very difficult for a new physician to underhand his needs 
quickly. We have moved three times since Nathan was born and each time, his health declined because 
of lack of continuity of services. 

'^“”o"*Thr™ugh TRICARE, we receive 12 hours, nightly. However the remaining 40 hours are provided by the 
Texas Medicaid Waiver program. Nathan will continue to have the extra nursing support as long as we 
remain in Texas. Once we move we will be placed on the bottom of a waiting list for a waiver program 
and potentially not receive services during a tour. It would be very detrimental for our femily, as 
Nathan's.care is so intensive that we really couldn't keep him at home with us without the support. Our 
other children's lives would be impacted greater since our ability to leave the house or do anything as a 

family would he compromised. 

. Ease of finding new resources in a new community. , . ; . k 

o Most EFMP workers do not have the knowledge of physicians, hospitals, nursing services, Medicaid 
waivers schools, organisations, etc. Each time we have moved, most Information we have obtained has 
come from other parents, and Adreanna has done the majority of the legwork in getting sennces set up. 

Respte 3 ^gregiver who can provide respite forall three of our children's' special needs has been 

pvtrpmptv difficult. 


• Diapers 

o 


Thankfully the Texas Medicaid wahrercovers our diapers but, if we move from Texas, again, we are at 
the bottom of a waiting list. TRICARE should be covering them. 
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The Babiarz Family 

Diagnoses: 

Our 9 year old son has Autism and our other son has Processing Deficits and Inattentive ADHD. 
Military Support System Struggles: 

ABA therapy is only covered under the ECHO program while service member is Active Duty. 
We are eligible to retire, but must stay active duty as long as possible to receive the needed ABA 
therapy for our Autistic child. This ther^y has allowed our son to engage others in 
conversation and atten?>t to relate to the world. This therapy has lowered the firequency of 
violent outbursts, setting fires, and running away. We cannot do without it. 

Limited local service providers result in long waiting lists for Occupational Therapy. Speech 
Therapy, Pediatric Psychiatrists, and ABA Therapy. Appointments are often located at least one 
hour away from our home. This means it is nearly impossible for the active duty spouse to be 
employed and maintain the medical ^pointment schedule. 
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The Batchelor Family 

Branch: US Air Force 
Duty Station: Nellis AFB, Las Vegas, NV 
EFI^ Category: Q coded Assignment 
Deferment 

Children on EFMP program: Age 12, bipolar and 
ADHD; Age 10, Severe atitism, Mental 
Retardation,Silent Seizures, and No 
communication disorder; Age 4, reactive airway 
disease, currently being tested for Behavioral 
Issues; Age 2, Pervasive developmental disorder- 

NOS, traumatic birth injury among multiple health conditions. 

Nearly five years ago I joined the Air Force after a l^gthy wait on the surgeon general to clear me for 
active duty because I had open heart surgery at three years old. After going through basic training and technical 
school, it was time to go to om first duty station. The day before it was time to leave we were told that we 
could not go to our proj ected assignment at Moody APB because they did not have the capability to care for our 
children. It took two months and countless times of teUing me I may have to retrain or possibly be 
administratively discharged to find a base for us. This was our first and sour taste of the EFMP program. 

Eventually we were assigned to Nellis APB, NV and shortly after visited the EFMP office. This visit 
also left a sour taste in our mouth as we asked for local resources and were told, “Google is your best firiend.” 
The EFMP program has improved very little over the past four years of us being here hut still does not provide 
resources, only a basic package with general mfonnation is available, and very little Family Support is 
offered here at Nellis. 

Tricare ECHO does provide applied behavioral analysis therapy for our 10 year old who is severely autistic 
and oui 2 year old recently diagnosed with pervasive developmental disorder-NOS. However, they will not pay 
for a wheel chair or car sear for our 10 year old who has silent seizures that send him into fits of rage and he 
experiences loss of control of his bodily movements( in short he sometimes falls to the floor Uke dead weight 
hitting whatever limb is headed down first.) Also in crowded enviromnents he becomes over stimulated and 
lashes out at anyone around him, restraints are needed in both of these scenarios and we had to buy one, paying 
out of pocket. We also tried to use ECHO funds or regular Iricare to buy a car seat for our son which was also 
denied due to being considered a form of restraint Well our son got out of the back seat walked up to the &ont 
of our van and grabbed my wife by her hair while she was driving and she almost wrecked with ALL of pur 
children in tow. We had to get one on our own as well. I also get aggravated that children the Autism 
Demonstration Pro gram is not case by case. My son who is VERY severe gets the same as our 2 yi old who is 
NOT as bad. Why can’t this be fixed and it be case by case to dete rmin e how many umts/funding a child can 
get? Also why can’t it be a service covered under Tricare instead of ECHO? "Why can’t ABA be extended (case 
by case) to ALL special needs cluldien if determined it’s needed? 

We have been able to get respite care for twelve weeks through the Airman and Family Readiness 
Center (because if we use the ECHO for respite then it takes a huge chunk of ABA funds away),after the 10 
year old was no longer allowed to go to give parents a break because he is not completely toilet trained “which 
is silly after they made a class just for him and a couple of other special needs kids.” The problem is after the 
twelve weeks is over, we have to provide financial hardship in order to receive this service any longer. Another 
losing battle for us, and it seems like we are being punished because we have special needs duldren. Please take 
into consideration these issues not just for our family but all our past, present, and future members of theArmed 
Forces. 




loses: 

les and Earnesto have 
m. 


The Beattie Family 



Military Support System Struggles: 

* After 28 years combined service in the 
Navy, the Beatties no longer look 
forward to retirement. They loiow are 
left worrying about how their sons vdll 
lose services when they need them 
most, when they become school age. 
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Child Rickyll ' ' _ » ^ 
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The Bryan Family 

Colorado Springs, Colorado 


Our hearts sank when Sara was 
diagnosed with Autism January ' 
2011. 

For our little girl to reach her 
potential, the Developmental 
Specialist recommended 25 hours 
of therapy per week. 

We were shocked when we found 
out T ricare does not cover ABA 
Therapy for Sara because we are 
a Retired Military Family. 


Jeff Retired Air Force 
Lisa Stay At Home Mom 
Sara 5 year old with Autism 



• Our greatest wish Is for Sara to be a 
happy and productive member of 
society some day. 

• The 0PM recently confirmed what our 
medical team has told us ail along. 
ABA is a proven medical therapy for 
Autism. 

• Our daughter deserves to have access 
to prescribed therapies for her Autism 
including Applied Behavior Analysis 


Please help us give Sara and all military children with Autism every opportunity to “be all 
they can be" by saying yes to Senator Gillebrand's Amendment. 
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The Cartwright Family 

BFjWCH: us Amy (retired) 

In 2006, Julia, age 2, was diagnosed with autism. She was 
• completely non verbal and had virtually no cognitive abilities. Hie 
diagnosing doctor, vAo was from the National Naval Medical 
Center, prescribed intense thaapy targeting communication and 
socid s kiilfi development of 15 hours pa week of ABA thcr^y. 

This is their story. 

We requested ■autharization from TRICARE to cover the expense 
of the ABA therapy tiie diagnosing doctor had ordered for our 
daughter. That’s when we discovered that ABA thaapy was not 
available throu^ the basic TRICARE prime program we had. ABA therapy was available to active duty military throu^ 
the TRICARE ECHO program but I, as a military retiree, was not eligible for ECHO and thus coverage for my daughter for 
ABA therapy was denied by TRICARE. 

We had to foot the entire ABA therapy program. For the last six years, we have paid &om $35,000 to $50,000 per year out 
of our pocket for Mia’s ABA therapy. This huge outlay for our dau^ter’s therapy has forced our femily into a financial 
crisis and curtailment of all of our famUy plans - at the same time we have had to deal with the trauma of having a child 
who suffers fi-om the devastating effects of autism. As devastating as the financial effect of paying for ABA ttia-apy is, 
there are other effects of having an autistic child in the fimily vhich are indescribable to any fiimily who has not 
experienced it personally. Autism is worry. Autism is despair. Autism is fear for the future of your child. 

Juba has or had a number of symptoms of autism in addition to not being able to talk. Julia engages in frequmt tantrums. 
Often the tantrums are minutes, or seconds apart and can last 20 minutes or ICHigH'. Julia’s tantrums are charactaized by 
crying and shouting at the top of her lungs, accompanied by hitting, kicking and spitting. 

We have to watch Julia constantly because she picks at wounds on herself - and on other people. If Julia sees at feels a 
wound of any kind on haself - or on anyone else, she will quickly lance and dig at the wound. We have had put socks on 
ha hands at bed time to prevent ha from doing damage to haselfi 

In the past, Julia frequently ran away from us. la spite of our best efforts to watch ha every second; there have t)een times 
when we tamed our heads for a moment. On cue occasion, at a mall, Julia was completely out of the sight of ha desperate 
motha fix 20 inmates. Ha motha finally found the Julia ’/. of a mile from whae she first laa away, and she was still 
running. Real fear is losing sight of your beloved child who has no means to protect herself. 

The results of ABA therapy which we paid fa out of pocket are nothing short of dramatic. Since kindagartai, she has been 
in typical classes and just passed second grade. She scores at a in advance of ha grade level in all subjects and reads al an 
advanced level. She still has communicaticii, social and cognitive problems associated with ha autism frir which she 
continues to receive ABA therapy but now, at age ci^t, Julia functions near that of a ncurologically typical child. 

Julia’s progress would'not have happaied without ABA We are members of several autism organizations and have regular 
contact with many otha fimlHcs i^ch have autistic children. The cfaildrai we know who have autism and have had no 
ABA have made little or no progress in being able to c omm u n icate, relate to thdr feimly or peers .and have few if any life 
skills or cognitive abilides. On the otho-hmd, if they had ABA therapy at an early age, they, like our daii^ter have 
demcBistrated remarkable progress. 

It my ferveat hope you will recognize the medical necessity of ABA which is stgiported by the Surgeon General, NH^ 

0PM and professional assodations such as the American Academy of Child and Adolescent Psychialry. 
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the Chafoses and our Zachary: 

We are a military family living on Fort Meade in Maryland. We are blessed 
with three beautiful boys: Andrew, age 12, Zachary, age 10, and Anthony, 
age 2. My husband, Colonel Timothy Chafos, is an active duty Army officer 
who graduated from the Army War College last weekend and is deploying in 
two weeks to Afghanistan for one year. We enjoy serving our nation as a 
military family and we feel fortunate to give our children the fantastic 
opportunities we have experienced with the Army. 



Our middle son, Zachary, was diagnosed with autism at the age of two in 2004. We struggled to understand 
what he needed when we began our journey. Shortly after Zachary started Early Childhood Interveintion 
services, my husband deployed to Iraq for one year. I-had to navigate the complicated world of autism 
alone. Through lots of research and phone calls, I started Zadiary on an intense schedule of speech therapy, 
occupational therapy, and behavior therapy in addition to educational services. Over the years, my husband 
has been able to manage his career so we have been able to stay in the D.C. area to keep our family 
stable. Zachary has flourished and thrived and we are happy with his progress. I believe a lot of his progress 
is from Applied Behavior Analysis (ABA) therapy. Although we have had to navigate a very complicated 
TRICARE system and have had numerous therapists over the years, Zachary has done very well with intensive 
ABA therapy after school each day. 


Achieving the proper educational services for Zachary is one of the most significant struggles we have 
faced. Our local schools have failed to provide appropriate modifications and services required under Zachary's 
Individual Educational Plan. We had so much trouble in our school on Fort Meade that we hired an advocate to 
attend all of our meetings and fight for our son. This past school year, after Zachary was forced out of our 
local school we had the gqod fortune to place him in a fantastic non-public setting where the teachers are 
specifically trained for autism and he is doing very well. Zachary attends the Kennedy Krieger School in 
Baltimore. We know of many military families around the country with autistic children who have faced similar 
challenges. The military provides little help in navigating the complex world of autism, education, and therapy. 

When my husband returns next summer from Afghanistan, we will be moving to San Antonio, Texas so he can 
command a brigade there for two years. While we are excited for this great career opportunity, I am very 
nervous about moving our son. We have significant concerns about achieving appropriate school placement 
and support, as well as delivering the therapies Zachary needs. 

We clearly see the benefits of ABA therapy and pray it remains covered under TRICARE. My husband's time 
left in the military is limited; our son will almost certainly require continued ABA therapy after his retirement. I 
request that you make ABA therapy available to active and retired families so we can provide our son with 
continued care after my husband finishes his military career. I am not sure what we can do about the 
struggles we face with our children and their educational needs, but there is definitely a lot of room for 
improvement in educational policies, approaches, and resourcing for children witii autism. Our schools are 
failing our children miserably, the scale of the problem is growing. Military families face particular challenges, 
as continuity of services is extremely difficult to maintain and detailed knowledge of local school services and 
systems is difficult to attain. 

Thank you for your time. Cheryl Chafos, Army Wife 
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I am Rebeka Edge the mother of 4 and a Board Certified Behavior Analyst. My Husband is an Lt Col and 
a Pilot in the USAFand we are the proud parents of 4 beautiful children, all with developmental 
disabilities. Our oldest, Corbin is diagnosed with High functioning autism. Magnola has a learning 
disorder, dyslexia. Uly-Anne had a significant language delay and our youngest son, Jett, is severely 
dyslexic and was recently diagnosed with PDD-NOS, a pervasive developmental delay, which is on the 
autism spectrum. 

I am the owner of Behavior Matters, a company that provides Behavior Analytic Services. We work to 
improve the lives of children and young adults using this behavioral science. Between my 12 therapists, 
and myself we are privileged to serve 28 families in the state of Alaska. We work with individuals up to 
12 hours 1:1 weekly to teach functional skills that reduce aversive behaviors including injurious ones to 
themselves and others while teaching life improving skills such as functional communication, daily living 
skills and social skills. Another facet of this program is to collaborate with the parents so that programs 
and interventions continue after therapy. 

Every week I receive calls from veteran families inquiring about Applied Behavior Analysis ABA and 
funding options. I have talked with families as to how these services can be extended to children. At this 
time there are no funding options for families that are not active duty military dependents. 

By providing training and consultation to families, we will improve the quality of life for the individual, 
the families and ultimately the community. The training will also significantly reduce the risk of moving 
to a more restrictive and more costly environment. 

These children and adults, including my own, are counting -on- you to provide our children with ABA 
services after we retire. Our country needs a program that provides individual-specific training and 
ongoing consultation. It will enrich the country and provide for our veterans, in that it will return dignity 
to individual, provide hope for the family, and help to build a work force that will have specialized 
training in developing and implementing programs to effectively deal with challenging behaviors. 

Sincerely, Lt. Col. Jarrett and Rebeka Edge 


THE FISHF FAMILY 

Good afternoon. My name Is Katja Kox-Fishe' and I've been an Army wife for 15 years. When our son Quinn 
was 3, he was not really speaking yet and had many meltdowns. At the time we were stationed in 
Germany, my husband Charles was in Iraq and I was pregnant with our daughter Kinzey. 1 can tell you that 
this was a very trying time forour family. It took me about a year to get Quinn 'an autism diagnosis, enroll 
in the Exceptional Family Member Program and the military insurance Tricare Echo which pays for our 
son's ABA therapy. ABA therapy, also known as Applied Behavioral Analysis, is the only scientifically 
researched and proven therapy for children with autism and is recommended by the American Association 
of Pediatrics. 

Quinn is now 7. He is able to have a conversation, has no meltdowns and is on grade level with some 
special education support in a 1st grade inclusion classroom. We still have a way to go to overcome his 
language and social delays but he has also come such a long way which 1 can only credit to ABA. 

In a year my husband will have 20 years of service. Being faced with the fact that once we retire we will 
lose TrIcare Echo, retiring is not an option for us. We are proud to be an Army family and feel very taken care of by the Army. It Is a life unlike 
any and we accept the challenges, the separation, the uncertainty, the deployments. But when our children are affected that is not a sacrifice we 
should be expected to have to make. 

Unlike civilian special needs families, military families are at a disadvantage with a lack of continuity for their special needs children faced with 
waitlists for specialists and therapists, vailing levels of support from different school districts, years long waitlists for Medicaid waiver services 
for ABA. Military special needs children have to start all over again with every move with new therapists, new schools, new teachers and 
hopefully new friends. If teachers were trained in ABA then we could rely on schools to provide this service but until a law Is passed to train each 
teacher in autism best teaching practices we are thankful to have Tricare Echo to provide ABA . So I ask to please close this loophole for our 
military special needs kids and extend ABA coverage to our Wounded Warriors and other military retired and Guard/Reserves families. Thank 
you for your attention to this important Issue. 

Katja Kox-Fishe' 

katjaworld@hotmail.com757-6036903 
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My Autistic daughter Morgan is high functioning, and like other kids on the spectrum she has several other diagnosis' in 
addition to Autism. She is learning disabted, dyslexic, has an expressive iar^uage delay, suffers from anxiety and severe 
ADHD. Life with Morgan is filled with dialienges that add to the already unique lifestyle of a Navy family. 

Morgan was aiways'different She didn’t have the "normar Autistic symptoms. We went thru several physicians in 
Central California trying to discover what was going on with our little gW. At age 6, Captain Carol Forrseil, a 
Developmental & Behavioral Pediatrldan from Portsmouth Virginia, was temporarity assigned to Naval Hospital 
Lemoore. We were luck enough to get a highly coveted appointment After listening to our concerns, reading the 
reports from school testing, and examining Morgan, she changed our lives forever with the diagnosis of Autism. 

1 expected Autism to change our lives. What 1 didn’t expect was the many hats Pd have to wearto ensure Morgan's 
equal treatment and appropriate education. I have had to become a lawyer, a teacher, a therapist, an advocate. 

In 2009, 1 had to leave my job after Morgan was diagnosed as the CDC and Youth Center at NAS Lemoore do not have 
staff specifically qualified or trained to rare forspecial needs diildren. We travel 80 to 800 miles round trip for medical 
care. Sometimes several times a week. There are no Behavioral Pediatricians at the Naval Hospital. The nearest one is in 
San Diego. Our Occupational and Speech Therapy providers are located in Fresno, 47 miles away. Our Applied Behavior 
therapist travels from over 30 miles away. Our pediatricaan has recommended we leave California's Centra! Valley as they 
are considered to BR 10-15 years behind other areas in providing services for Autism. 

The schools here on station, while state distinguished schools, lack the funding and knowledge needed to teach Morgan. 
Her dyslexia is ignored and last year she was struck in frie head by a substitute teacher, in an attempt to redirect her 
attention. 1 have been asked to provide solutions for problem behaviors rather than the trained district Psychologist and 
I must keep abreast of new legislation and law, to ensure the school provides Morgan's accommodations. 

I've had to do all of this in addition to caring for my other daughter and my disabled spouse, who is currentiy recovering 
from back fusion surgery, a result of injuries he sustained as a F/A-18 medianic, and has suffered from for almost 10 
years. This year we are faced with the possibility that his career may be over. What Is most frightening is not an end to , 
his military career, but the factthat if he is medically retired from the military, our daughter will lose our ABA therapy. 
This therapy has changed our lives for the better and the chance of losing this life altering therapy keeps me awake at 
night 

Ladies and Gentlemen-I ui^e you to make the necessary changes for our Miiitary frmilies. Our men and women in 
uniform put their lives on the line to defend this great nation. Knowing that their frmily members at home are receiving 
the needed care and support allows them to fully focus on the mission. Most importantly, the diagnosis of Autism does 
not disappear when the military member leaves service. Ending ABA is a crushing biow to these families. 1 implore you to 
continue to improve the quality of life for military families with special needs and to extend ABA coverage to all military 
families and retirees, not just Active Duty. 


Health &. Happiness, 


“Sara Gain" 
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6-17-2012 

Information for the Senate Armed Sendees Subcommittee on Personnel: 

We discovered ABA therapy for our autistic son, Andrew in 2000. By the time we w^e 
approved for services, it was 2010. This benefit provided some a m a z i n g therapy for our son, 
even at the age of 1 81 We observed encouraging progress. Sadly, that s umm er my husband 
retired hom active duty anH we lost the ABA benefit. We were so discouraged to learn tt^t 
being retired meant the end of ABA therapy for our soil Famihes should not have to foce that 
reality. A child receiving a proven and effective therapy, should be able to receive that therapy 
regardless of location or his parents’ military status. 

We ask that you approve ABA therapy as a medically necessary therapy for all service members, 
whether active duty or retired. Our children deserve the best the medical profession has to offer. 

Sincerely, 

Mary Beth Geringer 
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June 17, 2012 

To Whom It May Concern: 

We are a military family living near Eglin AFB. My husband is an active duty soldier 
in the Army and prior to having children 1 worked as an ABA tutor for individuals 
with disabilities, primarily Autism; however 1 gave up that roll to become a full time 
mom.. Marissa is our 3 year old daughter and happens to have Down Syndrome. In 
addition to Marissa we have twin boys (Ben and BraydenJ that are 19 months old, 
one of which has a speech delay. We had no idea that Marissa was going to be born 
with something extra special, but we have been blessed beyond measure having her 
in our lives. Due to her being bom with a heart condition we were re-routed to Fort 
Bragg North Carolina, which was a location better equipped with a variety of service 
providers to help care for Marissa. 

We immediately enrolled Marissa in North Carolina’s early intervention program, 
which included a developmental therapist, speech, occupational, and physical 
therapy. Not all the services begin upon our arrival, each happened in their own 
time. Given my background with ABA, I wanted to get her connected with an ABA 
tutor and I was elated to learn that Tricare offered a supplemental insurance for 
individuals with special needs that approved ABA services. 1 had no previous 
experience with Tricare Echo, but found that Marissa’s enrollment into the program 
was fairly easy once all the necessary paperwork was gathered and submitted. The 
case managers took their time to explain the program and ensure 1 felt comfortable 
with the informatiort 

Roughly, by the time Marissa was 20 months old, she was receiving ABA therapy 
through and inaedible provider. Creative Consultants, whom we were referred to 
through Tricare Echo. Our provider took great care in developing and implementing 
a plan using an approach to increase verbal and communication skills. Sign 
language, PECS, and verbal skills were taught to increase my daughter's ability to 
communicate with her family and people within the community. Although we have 
be reassigned to Eglin AFB, we continue to receive ABA services through another 
provider, which continues to work on improving Marissa’s verbal skills. 

Marissa is an amazing little girl. She has a spirited personality and a smile that can 
light up any room. Although each targeted therapy has played a role in her 
continued success, I strongly believe that much of the credit is due to our ABA 
providers and their constant diligence in updating her goals and plans to ensure 
continued growth and success for her longterm future. There is not a doubt in my 
mind, as a parent and a professional, that Marissa would not be as far along as she is 
without the services that have been available to us through Tricare Echo and the 
pffering of ABA services. I can only hope, these services continue to be offered. 

Very sincerely, 

Patricia Heath 





U.S. Army Special Forces 




r"T;"^^.tr5-' 



a Have 2 Children with Autism 
cs Patrick age 10 
ci Conner age 3 

Q North Carolina Does Not Recognize Educational or Medical 
ABA Therapies 

a Patrick regressed in the public school environment 

El ABA is the ONLY treatment that both Love boys 
respond to 

□ Significant Debt Incurred to Cover ABATheraples Not 
Covered by TRICARE 

□ Patrick medically prescribed 30-40 hours per week 
a Parents mortgaged home to save Patrick from being 

institutionalized 

□ After 9 Years at Ft Bragg, the Loves are currently in the 
process of a PCS to Camp Blanding, FL 

a Medicaid Waiver is NOT portable across state lines 

□ Patrick will loose a crucial component that he has 
had for almost 6 years 

B Parents told that Florida's Medicaid Waiver waitlist is 
approximately 10 years 
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The McCail Family 



Branch: U.S. Army 
Stationed: Ft. Leavenworth, KS 

• Eldest son, Kyle (6), diagnosed with PDD-NOS and ADHD. 

■ ABA provider is headquartered in Missouri and has difficulty fulfilling our 
recommended weekly therapy hours. 

• Respite care has become impossible to coordinate since December 31, ZOll 
with new stringent requirements and reduced wages for our previous 
respite care providers. Under the current circumstances, they are no longer 
willing to work. As a result, we have not had respite care since the New 
Year. During this time, my husband had extended TDY for 6+ weeks. 

• Social skills groups are non-existent in our area yet these skills are critical 
building blocks that my son needs to practice frequently and master in 
order to be successful and accepted in society. 
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The Mellon Family 



CDR Frank Mellott, USN Ret., Sheri Dyas Mellott and children 
Alex, Nathaniel and Francesca 


During our last Z4 months at Naval Air Station Lemoore (CA)... my 
husband’s last Z4 months on active duty... all three oS our children 
were diagnosed vrith special needs. It was a blow to the family like we 
have never experienced nor ever could have ima g in ed. Our dreams for 
the future began unraveling faster than we could antiripate. 

- July *007 - Alex (age lOj diagnosed udth Asperger Syndrome 
and with severe OCD 12 months later, now also suHers from 
PTSD due to 6 years of bullying in public schools, no early 
intervention and no behavioral therapies like ABA 

. February 2009 - Nathaniel (age lO) tiiagnosed as going blind in 
one eye, due to amblyopia. Eye doctors nussed the diagnosis at 
age 3, 4 and S when surgery would have been recommended 

- June 2009 - Francesca (age 5) diagnosed with Autism after 
many other diagnoses to include phonological disorder and 
severe verbal apraxia. A year later, OCD diagnosis was added. 

Between March zooS and Seiitember 2008, we spent more than $80,000 
of our 20+ years of retirement savings in a Due Process Eight to acquire 
special education services for Alex in the public school system. 

My husband retired in June 2009, one week after Francesca’s 
diagnosis, and after Z3 years in the Navy, so that our fanuly could find 
appropriate educational and medical services for all three of our 
children. 




The Nielsen Family 


Diagnosis: Robyn has Sheldon Hall 
Syndrome - a variant of Arthrogryposis 

Difficulties within the Military Treatment 
System: 

• Therapies and equipment approved in one 
Tricare region then denied in a different Tricare 
region. 

• Equipment that is necessary for Robyn to be 
mobile took 8 months to be delivered. Parts of 
that equipment necessary for function (wheels) 
were denied and a work around had to be 
found. 

Positives with Military Treatment System: 

Our Pediatric Orthopedist , Major Jefferson Jex 

has fought for us every step of the way for 
everything Robyn needs to be successful in her 
treatment, including getting her to see the 
premier Dr in the Country for consultation on 
her treatment. 


The Nielsen Family 


Branch: US Navy 

Duty Station: Branch Health Clinic Washington Navy Yard 

EFMP Category: 5 

Our story: Robyn was born atTripler Medical Center, Honolulu, HI. She 
was immediately diagnosed with Arthrogryposis. We met with Major 
Jefferson Jex to determine a treatment plan. He has been with us ever step 
of the way. When he needed a second opinion about our treatment plan he 
fought to have us sent from Hawaii to Shriner's Hospital Philadelphia to see 
the expert in Arthrogryposis, over all of the hurdles the Military put in front 
of us. 

When he was transferred here to Walter Reed National Medical Center, he 
made sure we were able to transfer with him to continue her care as 
Arthrogryposis is a very rare disorder effecting 1 in 10,000 children. Here in 
the Capitol Region we have started having trouble getting the braces and 
equipment we need to continue her care. These braces and equipment we 
know would have been approved had we stayed in Tricare West. 

There is a large difference between Regions within the Tricare system for 
what is approved from Region to Region. What we would like to see if the 
same set of rules across all Regions so when a family PCS s we know the 
care our family members are receiving will be available. 
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Jeremy and Scott: My wife Julie forwarded me your email - you'll see below that I'm writing this from 
Afghanistan. Here's my input- hope you use it I've also cc'd Ms Jean Winegardner, Washington Times 
writer and advocate for military families rights; CSM(USA ret) Jim Hussey and Nancy Bobbitt, military 
assistants to US Senators Chambliss and Isackson. I'll keep the prayers going. Lastly, Scott, I hope that 
your treatments go well and you're given a clean bill of health. r/DJ Reyes 

TO THE SENATE ARMED SERVICES COMMITTEE FOR PERSONNEU 

i am honored to endorse your passage of this most important piece of legislation that ultimately and 
positively impacts the morale and health of our military force and their families. 

For context, I am currently on a one year deployment to Kabul Afghanistan and will complete my tour 
next month. Prior to deployment, I commanded the National Security Agency - Georgia (NSAG) which 
continues to provide critical intelligence support to the Global Fight against Terrorism. I've briefed 
Senators Saxby Chambliss and Johnny Isackson several times on the great accomplishments of this 3.5K 
military, civilian, DoD contractor, and allied (UK, AUS, NZ, CAN) force. 

I attached a picture of my family the day after I relinquished brigade command in Georgia. My wife Julie 
and I were blessed with triplets - they were bom in Cambridge, UK, while I was commanding the US 
European Command Joint Analysis Center, circa 2005-2007. Immediately upon relinquishing command, 

I redeployed to Iraq for another 1 year combat tour. 

I share these facts with you because in addition to the "normal" stress of constant deployments while 
managing multiples, my wife notified me that our son Christian was diagnosed with autism while I was 
deployed in Iraq in 2007. Long story short, through persistent education, networking, advocacy, and 
Faith, my wife has been thus far able to 'cobble together* a program of therapeutic support for my son. 

It has not been easy - at times it has been downright difficult and emotionally turbulent - but like any 
military family, we persevere, we adapt, we overcome. 

I won't lie to you. Statistically, autism appears to be more than just an nuance issue. There's something 
terribly wrong and it's permeating through our military families. It s putting a tremeridous stress on our 
troops, both deployed and at home station. It's affecting morale. I saw it as a former brigade 
commander running the Unit Exceptional Family Member Program, and as an active member of the local 
Autism Now Chapters in Georgia. And more importantly, as a parent of an autistic child. 

The next issue you're confronting is that of military servicemembers who are retiring or are retired with 
children who desperately require continuing autism therapeutic support programs. I strongly support 
your approval of support that continues through active duty service in into retirement. In addition to 
the obvious financial aspects of support, I believe that it sends the right strategic message to our troops 
- we never leave a fallen comrade on the battlefield, and we will neverleave a fallen comrade's family in 
their time of need. 



457 


Respectfully. DJ Reyes 


The Serna Family - A retired military family 


Nicholas Anthony Serna retired after 20 years of service in the U.S. Army in 2007. Our son Bryson was born in 2003 and diagnosed with 
autism when he was 6 years of age in 2009. Bryson lost all his speech between 18-24 months of age and was non-verbal until he was nearly 6 
years old..Ufe as an active duty family can be challenging with deployments, international moves and stress, but nothing prepared us for the 
stress and hardship our family faces daily. Our family receives NO support because we are a retired military family. We need our son Bryson to 
be eligible to receive ABA therapy, a medical necessity, through Tricare. Don't let Bryson's smiling face in the pictures beiow paint the wrong 
picture. Beneath the smile is a lot of hurt and sadness because he can't communicate very well, because he doesn't have the abilities to make 
and maintain friendships, and because he has to spend countless hours working hard to achieve things that come very easy to others. Bryson 
needs ABA therapy to improve his speech / communication skills, his social skills, his self-help skills and his academic abilities. Bryson needs ABA 
therapy in order to be able to live independently one day. Retired CW4 Nicholas A. Serna served his country for 20 years; now his family needs 
help and support. Please support our retired military family and please support Bryson and all the other military children affected by Autism 
who will need support past the active duty days. 



Sincerely, 

Retired CW4 Serna, Fabienne Serna, Bryson Serna and Sarah Serna 
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The Stockwell Family 



We are an active duty Air Force Family living in Colorado Springs, CO. 

- Our son Tom was diagnosed with moderate-severe autism in 2009, one month before a PCS. 

- Almost had last competitive in-residence school opportunity cancelled because of lack of 
services at Air University location. 

- PCS'd to CO in 2010. PCS initially medically declined because of 'lack of services' (one month 
prior to PCS), but information held by SGH was incorrect. Denied because of lack of '25 hours of 
ABA per weeld medically recommended for our son. Tricare covers approximately 12 hrs per 
week. Using this rationale, we could not have PCS'd anywhere. Eventually got decision 
overturned and PCS^d. 

- Services don't share information -Colorado Springs is a Compassionate Reassignment location 
for Army. AF were denying clearance. 

- Our family did EFMP/SGH work forthem- they had incorrect information and were unhelpful, 
as we were preparing to PCS from IDE at Maxwell to a competitive leadership assignment - 
VERY STRESSFUL 

- Our son is now thriving. With ABA therapy and great schools in Colorado he is preparing to 
transition to kindergarten and will be mainstreamed. 

- ABA therapy has been a huge part of his improvement, giving us hope for his future and 

independence. 


The Wales 

•Branch: Air Force ■ 

•Status: Husband, retired (22 years) , wife forced to 
get out of USAF after 14 years to care for son 
•Awesome Warrior Kiddos: 

•Zachary, 15 
•Alexander. 12 

•Alex/Zach's Diagnosis: X-linked 
Ad renoleukodystrophy 

•Rare brain disease, destroys myelin sheath In the brain 

•No cure— after 6 years of age, bone marrow transplant 

will slow the progression 

•High doses ofChemo pre-transplant 

•Disease speeds up until transplant takes hold 

•Eyesight, speech, mobility affected 

•Alex received transplant in July 2009— lost the above 

attributes and Is now quadriplegic 

•Requires nurses In home to monitor at night 

•Lifelong care required 

•Our experience thus far 

•Dept of the Air Force works hard to accommodate our 
complex situation 
•Our concerns 

■TrIcare Prime Benefits at risk— medicaid benefits at 
risk 

•Schooling that can handle special needs, specialized 
clinical services not available In most military areas 
•Post 9/11 Gl bill transferability for special needs 
dependents 

•lEP transfer across states— need for TrIcare to provide 
better long-term benefits for chronic patients and their 
families 
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Eighteen years of active duty service, eight duty stations; six with our 13 year oid 
daughter, Madeiine and five with our 11 year old son, Ethan. Both children are enrolled 
in the Exceptional Family Member Program (EFMP). Madeline was diagnosed at the 
age of four with severe ADHD, GAD, Allergic Rhinitis; and at the age of nine 
Eosinophilic Esophagitis. Ethan was diagnosed at the age of 20 months with severe 
Autism, Sensory Integration Dysfunction Disorder, Auditory Processing Disorder, severe 
Allergic Rhinitis and Environmental Allergies. 

Our daughter is doing well and our primary focus is our son and his services. Ethan is 
mostly non-verbal and requires 24 hour supervision. Ethan requires a specialized diet 
(gluten, casein and soy free), HFCS free, peanut free and no artificial colors, flavors or 
preservatives. He requires specialized classrooms to include ABA, OT and Speech. 
Ethan currently has a military PCM, an autism clinic and a pediatric allergist and 
immunology specialist that is non-network (not covered by Tri-Care). Ethan is treated 
with allergen extracts for his environmental allergies which subdues inflammation and 
greatly improves his behavior. Inflammation is a direct cause that leads to violent 
outbursts and self-injurious actions in Ethan. Ethan has been receiving home ABA since 
2008. We cannot express enough the positive impact the home ABA services have had 
on Ethan’s quality of life. 

Our Concerns: 

• Our greatest concern is the loss of ABA services after retiring from the military 

• Better coverage from Tri-Care for non-traditional treatments that have proven effective 

• MEDiCAID services that transfer from State to State for active duty family members 

• Enrollment in EFMP programs such as Respite Care that transfers from duty station to 
duty station without requiring reapplying and being put on a "wait-list" 
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The Samuels Family 



BRANCH: US Navy 
DUTY STATION; NAS Fort Worth JRB 
EFMP CATEGORY: 5 


Kaitlyn Samuels was born with severe brain abnormalities which resulted in severe global developmental 
delays cerebral palsy, scoliosis and a seizure disorder. The family has recently experienced a long and costly 
battle with Tricare regarding physical therapy coverage for their daughter. Kaitlyn is now 15 years old. Here is 
their experience: 

Kaitlyn has received physical therapy utilizing a horse as a therapy tool since 2005. These services vi/ere 
covered by Tricare until 2009. All physical therapy notes documented the use of the horse. These notes were 
requested and received by Tricare prior to claim approval. In 2010 Humana Military determined Kaitlyn was 
receiving "hippotherapy" and not physical therapy. It is important to note Tricare does not exclude 
hippotherapy. in fact, the term is nowhere in the Tricare manual or website. Given this fact, plus the previous 
payment of services, we had no reason to question coverage. In 20010 Humana Military began denying claims 
and subsequently recouped all funds they had previously paid. We returned the funds to Humana Military, 
paid the therapy center for ail outstanding therapy sessions and appealed the decision of Humana and later 
TMA After losing those appeals we hired an attorney and were granted a hearing on February 10, 2012. 
Kaitlyn's physical therapist and neurologist both testified on our behalf. Our attorney was told by the judge, 
Claude Heiny that he had turned his decision over to TMA on March 30th. Today is June 14, 2012 and we still 
do not know the outcome. According to Judge Heiny, DOD policy is for his decision to be released with TMA's 
final decision There is no regulation requiring TMA to release its decision within a certain time frame. TMA is 
accountable to no one. TMA makes the rules and TMA enforces the rules. This is a disturbing situation. We 
followed the proper procedure required of us as beneficiaries, but there are no procedures to ensure TMA 
meets its responsibilities. Unlike Tricare, private insurance companies are regulated. The situation we 
experienced would not have been possible with a private insurance company due to those regulations. This 
situation has cost us a great deal of stress and money and a loss of services for our daughter. At the very least 
we deserve to know the judge's findings. The fact that TMA is taking such a great deal of time to come to a 
final decision suggests that the judge may have likely found in our favor. If not, their delay is only exacerbating 
a very stressful situation for our family. 


Jennifer Samuels 


ut Ryan; 

gnosed at 26 months 
1 PDD-NOS 

Afferent Addresses with 
■ different schools in 8 
"s- 3 of those schools all 
lin the last 3 years 

month regression with 
T move 


The Vetter Family 

Struggles: 

-Constant moving has 
disrupted development, • 
and caused significant 
regressions 

-Husband's career has 
been affected by limited 
bases we can go to. 

-Continuing legal battles 
with various school 
districts to get my son 
appropriate support in 
school. 



Ryan (8, Autism), Jodi (36, Aspergers/Disabled Veteran), 

Sophie (6, gifted), Shane (Active Duty) 
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The Vitaliano Family 


Branch: US Air Force {Active Duty) 

Duty Assignment: Joint Base McGuire-Dix-Lakehurst 
Advocacy initiative: 

1. Common bench-marked EFMP support services across all services of the DOD. A family should not have to consider 
leaving their chosen service to get better service in another brand) of the military for their EFMP dependant. 

2. BenchmarkofsuccessfuI.EFMP programs. Why re-invent the wheel when we have programs out there that work? Lets 
capture those successful methods/programs and replace failing programs with them across the DOD. 

• 3 Modification of TRICARE ECHO to continue supporting into retirement. Our children never asked for their disabilities but 

they are demanding the best care possible especially considering the sacrifices their military sponsor’s have made over a 
20‘i' year military career. 

Our son Spence wes born prematurely at 16 weeks gestation while stationed at Kadena AB, Japan on 22 December 2006. Tlie cause 
of his prematurity was a genetic defect (chromosomal deletion) which went undetected during his prenatal care. Following his birth 
he was admitted to the NICU at Lester Naval Hospital in Okinawa, Japan where he experienced a severe hemorrhage to his brain on 
his 3rd day of life. The bleed damaged his pituitary, hypothalamus, and optical nerve resulting m a diagnosis of Cerebral Paisy, 
Central Diabetes Insipidus, and Cortical Visual Blindness to name a few. During his stay at Lester I worked diligently with the Kadena 
EFMP staff to get a reassignment for Spence's long term care. Prior to his birth we had an assignment in-hand to Hurlburt Field, FL 
however, they were unablelo support his needs. We submitted EFMP Facility Determinations to Kirtland AFB and Little Rock AFB 
both of which were denied. 

After being stabilized at Okinawa for approximately a month he was transported by an NICU transport team via C-17 to Tripler Army 
Medical Center in Hawaii where he received laser eye surgery for his Retinopathy of Prematurity and continued care. During his stay 
at Tripler I continued to work with the AF EFMP Division at AFPC (Randolph AFB, TX) through my close friend and AF Functional 
Manager (SMSgt (ret) Ian Wightman). Since I was presently assigned to AF Special Operations Command they worked feverishly to 
keep me within the command due to my special qualifications & experience level however. It was Jo no avail. It was later 
determined after direct consultation with Little Rock AFB that they could in fact accommodate Spence's medical needs through the 
Arkansas Children's Hospital in Uttle Rock. At this point I received formal EFMP orders to the 314 AW at Uttle Rock AFB. 

Two months into his stay at the Tripler NICU, Spence experienced a severe medication overdose at the hands of one of his NICU 
nurses I petitioned the chief physician to transport my son to our follow-on assignment in Arkansas, where he could get civilian 
care and we could prepare a home for his eventual discharge. With his approval, they coordinated another NICU team to transport 
Spence via C-S through Travis AFB and then transferred him on to a duilian Gulfstream aircraft where a nvilian team completed his 
transport to The Arkansas Children's Hospital (ACH). Upon arrival his quaFity of care Improved by 3-fold. The staff was immediately 
able to diagnosis him with Diabetes insipidus (this had eluded all of his previous neonatologists), established a nutrition plan, and 
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necessary to control his worsening hydrocephalus. After the shunt placement, his condition improved substantially and he was 
discharged 2 months after arrival and approximately 5 months after his traumatic birth in Okinawa, Japan. 

Ouring Spence's course of treatment in al! of the various hospital, I have consistently received amazing support from my 
commanders, supervisors and coworkers at each location. I was afforded a great deal of leeway with duty status and permitted to 
remain with my son daily in lieu of reporting for duty. 1 without a doubt, am deeply grateful to the commanders and supervisors 
who allowed me to be a part of my sons ongoing care. It's because of my ability to provide continuity of care, remain actively 
involved, and advocate daily for my son that he continuesto receive some of the best care in the world. 

Unfortunately our story is not without its share of problems mostly due to the shortcoming of the Air Force EFMP Program and my 
sons overall condition. Many months after our arrival to Arkansas, we determined that the EFMP paperwork completed by the 
neonatologist in Okinawa was inaccurate and failed to identify the complete medical needs of our son. As a result we were assigned 
to a location that did not have the ability to provide the full range of services required for a medically complex child such as Spence. 
It's unfortunate that when 1 reflect back on all the rushed coordination I did before leaving Kadena to get the EFMP process started, I 
recall being very alone and without any guidance, i recall the Kadena EFMP office telling me they're EFMP Coordinator has PCS'd 
andthatthe new guy wasn't trained. I also recall repeatedly being advised ofhowdifflcultthe process would be and how I couldn't 
get the package completed in less than two weeks (it was done In 6 days). While we were in Hawaii, I called back to the Kadena 
EFMP office for support and they refused to assist me stating, I was no longer within their area (how horrible of a person can you be 
to leave a family such as ours stranded in the system, without any support or semblance of guidance). Unfortunately this continues 
to be a constant experience in the AF EFMP program even to this day. I continue to adyocate for change in our current AF EFMP 
policy and program overall. 

The singis most beneficial source for my family's journey has been the parents, Specialited Training of Military Parents (STOMP) 
staff, JBMOL Military 360 Project and other professionals communicating through the STOMP Ustserver. Itwas through these 
refreshing resources that I was able to educate myself on policies, processes, and methods to get the best care possible for my 
special boy As a result I submitted a 335 page request to AFPC for EFMP reassignment due to lack of medical services with enough 
Justification to make your eyes water. I prioritized McGuire AFB, NJ as our «1 location of choice due to lu proximity to the Children's 
Hospital of Philadelphia (CHOP) and the abundance of medical support in the community. I opted to completely erase any thoughts 
of Spence receiving care or support from the military medical community and focused on finding the best civilian care in the country. 
We were of course denied; denied because the inexperienced/newly assigned Chief of Medical Staff (SGH) at McGuire felt the drive 
time to CHOP was excessive and his pediatricians were unable to get specialty appointments in a timely manner. 

I was floored by his response, but I refused to give up, I'm accustomed to dealing with government bureaucracy and receiving the 
easy answer of no when the hard but correct response often times is yes. So I contacted a very kind and sincere doctor at the Uttle 
Rock MDG who coordinated a teleconference between us and the McGuire SGH on Spence's behalf. During the course of the 
conversation we came to the realization that this was a battle of might - the McGuire SGH was flexing his muscles without concern 
for the truth In the end we dosed the discussion with a challenge on my part. I informed him I could prove his reasons for denial 
regarding timeliness of acquiring appointment could be overcome and would prove it in writing; he chuckled and said if I gave him 
something proving my side he would approve the request (he had no doubts I would be unable to prove this). So I coordinated with 
the CHOP Complex Scheduling Department and within a week was able to acquire a list of appointments for Spence showing all of 
them scheduled within a 3 month period following his expect arrival as well as a back-up plan should he need to get in sooner. The 
doctor was of course floored and then requested I sign a statement that my son would not receive any medical care in the McGuire 
MDG - 1 signed and we had orders 3 days later. It Just amazes me that this doctor who runs an entire medical staff couldn't, 
understand the impact of triage on appointment scheduling; anyone with any semblance of medical experience knows that those 
who are more severe get seen faster (it's just a fact of life). 

We arrived at McGuire about two weeks after receiving orders and immediately things began to improve. Spence now receives 
home nursing 16 hours/day to include on the bus and during school. He also received therapy services (OT, PT, Speech, vision, etc) 
at his school and are working on getting him additional therapies after school in an outpatient environment Overall the relocation 
to McGuire AFB has been the best choice for Spence & our family. We've had some hard times since we moved here and the AF 
EFMP program has been of no help to us however, STOMP & the JBMDL Military 36D Projeid; continues to be our sounding board and 
the bedrock of our success. I remain deeply grateful to those famllies/professionals that have and continue to support my family in 
our journey with Spence. 
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Hi there! 


My name is Abby and lam ten years old. 1 have an extremely rare genetic condition called 
Aicardi Goutieres ^ndrome, or AG?-l. I can’t talk, walk or hold my head up, but I can , 
smile real big! There are only about 300 kids worldwide with AG? and less than 30 that are 
just like me! My daddy, David, is a police officer with the 
United States Air TOrce, and he has served our country for 19 
years on active duty. My mommy, gtephanie, is a kindergarten 
teacher at a church in Mary’s County. My big sister, "Rjiey, 
is in seventh grade and is the best sister ever! 

Because of my condition, lam wheelchair bound and 100% 
dependent on my family for my care 29 hours a day. My daddy 
has to go away a lot for his job and that leaves Mommy and 
■Riley to take care of me. Because my family moves so much 
with the military, we get no state or federal help to get me a 
van and the modifications I need. 


Tricare does cover monthly feeding supplies, an 
wheelchairs for Abby. With Papa retiring in a few 
months, all of Abb/s benefits will Increase our out of 
pocket expenses. This will include monthly feeding 
supplies, incontinence supplies, specialty care 
appointments, and therapy treatments. 
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June 12, 2012 

Dear Members of Congress, 

I am writing to you on behalf of military dependents with autism, and specifically, my two daughters 
Caragh and Camille. 

At five and six years old, Caragh and Camille are two AMAZING little girls who would light up any room 
you enter. They laugh, they play, they dress like princesses, and they have autism spectrum disorder. 
Both were diagnosed very young, which has changed their lives. However, there is a long road and life 
ahead of them and our family. 

Our girls started intensive ABA therapy when they were two and three years old. It has changed their 
lives. Because of caps in coverage through the EFMP program we have had to work to juggle hours, take 
fewer hours than prescribed, and cancel sessions at the end of the ^scal year-aka beginning of school 
year. This is hard on the girls and certainly hard on our family. 

The reality now is that I will retire. Autism for my two girls will never retire. They will need ABA for years 
to come; and we can only ask for It to become part of Tricare coverage so we can continue to give our 
children the services they need to function as adults. 

Autism is hard. Helping families living with autism is not hard. Just help us help our children. 

Again, thank you for all you do, 

The Zeigier Family 

Branch: US Navy NAS Jacksonville, FL 


EFMP Cat; Caragh 5 Camille 4 
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Margaret Stubbs 
6631 Hazel Lane 
McLean VA 221 01 

June 18,2012 
Dear Sir or Ma'am, 

My husband is an active-duty Navai Officer, and we have a nine year oid son named Wiiton who is 
diagnosed with autism. Over the years, Wiiton has greatly benefited from Applied Behavior Analysis 
(ABA) after school. ABA helps him to mitigate his aggressive behaviors (like biting, spitting, hitting, and 
kicking) and his anti-social behaviors (like screaming and removing his clothes public), in addition, his 
ABA therapists have been able to teach him self-help skills such as dressing himself, brushing his teeth, 
and using utensils when eating, if it were not for ABA, Witon would be guaranteed to have absolutely no 
ability to care for himself as an aduiL However, because of the skills he has learned from ABA Witon 
may be able to live in a group home as an adult with minimal to moderate assistance and supervision. It 
is also possible that he may be able to have a low-skill job, making him less of a burden to the tax payers 
in the long run. 

We are concerned because my husband has served for 27 years in the military, and is now at the end of 
his career. When he retires, Tricare will no longer cover the cost of ABA This is a problem because we 
will not be able to pay out of pocket as it costs $3000 a month for the 1 5 hours a week he receives 
outside of school. If Wilton no longer does ABA I fear that he will never have to skills to live outside of a 
heavily staffed medical facility once his father and 1 pass away. 

In my view ABA is a good investmenL Although it is a weighty initial expense, it will benefit society in the 
long run. if my son can live a semi-independent life, he is far less likely to end up in jail, prison, or a 
mental hospital. 

Thank you for your attention to my concerns. 

Sincerely, Margaret Stubbs 
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The Rupe Family 

Home of Record: Pearland, Texas 



Kyle, 11 years old, EFMP category 4, Autism 
Michael, 7 years old, EFMP category 2, congenita] limb defect [no special services) 


EOTERIENCED EDUCATION ADVOCATES: Kyle has attended 8 schools in 4 public school districts. Advocating 
for appropriate services for a military child can often be difficult because the school often assumes he will 
not be attending long enough to fight the system. Experienced advocates in highly populated EFMP areas 
like Virginia Beach and San Diego would be beneficial to many families. 

MEDICAID WAIVERS: Kyle received a Medicaid waiver slot for ABA therapy in one state. He made 

considerable progress with 25 hours of Apphed Behavior Analysis [ABA) therapy a week, which is the 
minimum recommended by the American Academy of Pediatrics. Now he will be at the bottom of another 
Medicaid Waiver waiting list and will Ukely never see the top. Allowing military families to move with their 
waivers would help so many children — even keeping their spot on a waiting list would help. 

ECHO - LIMITED ABA: The TRICARE ECHO program pays for ONLY 6 hours of ABA per week on the Demo 
program. This is less than 25% of the recommended minimum hours. Moving the ABA benefit to TRICARE 
Basic would remove the limit and make it available to retirees who still have children with autism when 
they retire. 

CONTINUITY OF CARE; Finding qualified private therapists even in a large city is difficult. Waiting lists are 
often months long, if you can even get on a list Contracting with more therapists may help. 

NO RESPITE: Our area of the country has a Navy Respite program, but the waiting list is almost ONE YEAR 
long! ECHO has a respite program, but if you use your ECHO doUars on ABA you don't have any left for 
respite. It is necessary to fund existing programs and provide respite for all EFMP families. 

LIMITED MEDICAL KNOWLEDGE OF AUTISM: Autism is being treated medically with great results all over 
the world, yet military doctors remain untrained and pass this sense of hopelessness on to the parents of 
children with autism. Children with autism are entitled to proper nou-discriminatory medical care. 
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The Jamesons 

Navy SEAL Reservist activated - March 2012; Mobilized and deployed - May 2012 

Our son Ronan has several diagnoses - mitochondrial diseases, autism, non-verbal, developmental delays; his siblings 
are being screened for mito disease as well 

Local schools wouldn't provide ABA and civilian doctors gave us little hope. 

We found a private ABA school-based program; he thrived, gained skills and transitioned to a public school special 
needs classroom upon a move to a new community 

With the private school and private therapies we paid for out-of-pocket, we were knee-deep in medical, educational, 
therapeutic and emotional debt. 

Becoming a Reservist presented itself; the benefit of a sign-on bonus as well as a second income was welcomed to 
offset debt incurred to care for our son 

We are now an active-duty family and Ronan qualify for Exceptional Family Member Program (category 5). Through 
the Autism Demo Program we aer awaiting approval for Applied Behavior Analysis (ABA), the same therapy that made 
an consistent difference for Ronan 

But, as with all things government-military related, it has been an exhausting, paperwork-ridden mate trying to figure 
out how to correctly apply, who to go to to get questions answered, and then knowing when that entire the process is 

complete. 

What we had hoped would be a simple process has become labored. 4,5 months later, we are stilljumping through 
hoops to secure ABA therapy. Now we hear that these benefits might be in jeopardy even before Ronan has the 
chance to usethem! 

Funding for Ronan's ABA will end when my husband returns to reservist status in 2013. Ronan has yet to start specific 
therapy for his needs. Ronan might not lose his autism diagnosis when my husband returns home from deployment, 
but sadly the ABA benefits will. 
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Senator Webb. Thank you very much, Mr. Hilton. 

Dr. Dawson, welcome. 

STATEMENT OF DR. GERALDINE DAWSON, CHIEF SCIENCE OF- 
FICER, AUTISM SPEAKS, AND PROFESSOR OF PSYCHIATRY, 

UNIVERSITY OF NORTH CAROLINA AT CHAPEL HILL 

Dr. Dawson. Good afternoon. Chairman Webb, and members of 
the subcommittee. I am Dr. Geraldine Dawson. I am the Chief 
Science Officer at Autism Speaks, and I serve as Professor of Psy- 
chiatry at the University of North Carolina at Chapel Hill. Prior 
to joining Autism Speaks, I directed the University of Washington 
Autism Treatment and Research Center for close to two decades. 

Autism Speaks is the world’s leading autism science and advo- 
cacy organization. We are dedicated to funding research into the 
causes, prevention, treatments, and cure of autism, and to increas- 
ing awareness and advocating for individuals with autism and 
their families. 

I am honored to appear before the Senate Armed Services Sub- 
committee on Personnel, and to participate in this hearing on 
issues facing military families who have dependents with special 
needs. 

Like their counterparts in civilian life, many military families 
face challenges in providing proper treatment for their child with 
autism. I am here today to talk about those challenges and how the 
military healthcare system can lessen their effect on families. 

But first some information about autism. Autism is a develop- 
ment disorder that affects a person’s ability to form social relation- 
ships and communicate with others. People with autism also ex- 
hibit repetitive behaviors, some of which can interfere with their 
ability to learn and function. Autism is caused by a combination of 
genetic and environmental risk factors. 

But autism is no longer considered a rare condition. It affects 1 
in 88 children in the United States, 1 in 54 boys. This year, more 
children will be diagnosed with an ASD than AIDS, diabetes, and 
cancer combined. The prevalence of autism has risen dramatically 
over the last several decades. In fact, statistics show a tenfold in- 
crease in the past 40 years. Many in the autism community use the 
word “epidemic” when describing autism. 

Fortunately, there are effective treatments for autism that can 
change a person’s course and outcome. Numerous controlled clinical 
trials have shown that early intensive behavioral treatment signifi- 
cantly increases IQ, language abilities, daily living skills, while re- 
ducing the symptoms of autism. 

In fact, a 2010 randomized control trial, funded by the National 
Institutes of Health and published in the prestigious Journal of Pe- 
diatrics, found that 50 percent of children with autism who re- 
ceived early intensive behavioral treatment for 2 years had a 15- 
point increase in IQ. One-third of the children showed an increase 
in IQ of greater than 30 points. This means that early treatment 
changed these children’s life trajectories, setting them on a course 
that increases their chance of living productive and satisfying lives. 

These children will likely attend a regular classroom, develop 
spoken language, and make friendships. This is not only good for 
these individuals, it results in significant cost-savings, as fewer 
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services will be needed in the long-run, and these individuals now 
can become more productive members of our society. 

Behavioral health treatments that are based on ABA have be- 
come widely accepted among healthcare professionals as an effec- 
tive treatment for autism. These treatments are provided by high- 
ly-trained licensed and certified professionals. Early-in-life treat- 
ment involves working one-on-one with a child typically for 25 to 
40 hours per week. 

Thirty States now require coverage of ABA treatment as part of 
medical care. Employers, such as Microsoft and Home Depot, uni- 
versities, such a Ohio State, Harvard, and Princeton, and 
healthcare facilities, such as the Mayo Clinic, do so as well. 

Earlier this year, 0PM concluded that there is enough evidence 
to classify ABA as a medical therapy. In contrast to the benefits 
covering ABA treatment that now will be made available to the 
Federal civilian workforce, the healthcare program for uniform 
servicemembers and their families, TRICARE, provides only lim- 
ited coverage for ABA treatment. 

TRICARE classifies ABA treatment as an educational interven- 
tion, and makes it available only through ECHO, and caps cov- 
erage at $36,000 a year. 

Furthermore, ABA treatment is restricted to dependents of Ac- 
tive Duty servicemembers. Dependents of retirees, including de- 
pendents of wounded warriors who were retired due to their inju- 
ries sustained in combat, are unable to access ABA treatment for 
their child with autism. Guard and Reserve families receive inter- 
mittent care as they move between Active and Reserve status. 

$36,000 a year pays for about 11 hours of ABA treatment per 
week. Many children with autism, particularly early in life, and 
some who face severe challenges, need more treatment hours in 
order to fully benefit from the treatment. 

Given all that our military families have shouldered for the past 
decade, they deserve better. On behalf of thousands of military 
families affected by autism, I strongly urge Congress to require 
TRICARE to provide behavior health treatment, including ABA, to 
military families regardless of duty status, and at the level of care 
prescribed. 

Thank you. Chairman Webb and members of the subcommittee, 
for this opportunity to speak about this important issue affecting 
military families. I look forward to your questions. 

[The prepared statement of Dr. Dawson follows:] 

Prepared Statement by Dr. Geraldine Dawson, Ph.D. 

Good afternoon, Chairman Webb, Ranking Member Graham, and members of the 
subcommittee. I am Dr. Geraldine Dawson, Chief Science Officer of Autism Speaks. 
I also serve as Professor of Psychiatry at the University of North Carolina at Chapel 
Hill. 

Autism Speaks was founded in February 2005 by Bob and Suzanne Wright, 
grandparents of a child with autism. Since then. Autism Speaks has grown into the 
world’s largest autism science and advocacy organization, dedicated to funding re- 
search into the causes, prevention, treatments and cures for autism; increasing 
awareness of autism spectrum disorders; and advocating for the needs of individuals 
with autism and their families. We are proud of what we’ve been able to accomplish 
and look forward to continued success in the years ahead. 

I am honored to appear before the Senate Armed Services Subcommittee on Per- 
sonnel at this hearing on issues facing military families with dependents who have 
special needs. Like their counterparts in civilian life, many military families face the 
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challenge of providing proper treatment for a child on the autism spectrum. I am 
here to talk about those challenges and how the military health care system can 
lessen their effect on families. 

THE CHALLENGES OF AUTISM 

I will begin by providing an overview of autism. Autism is a developmental dis- 
order that affects a person’s ability to form social relationships and communicate 
with others. People with autism also exhibit repetitive behaviors, some of which can 
interfere with their ability to learn and function. Most scientists agree that autism 
is caused by a combination of genetic susceptibilities that interact with environ- 
mental risk factors. 

Autism is no longer considered a rare condition. It affects about 1 in 88 children, 
including 1 in 64 boys. Let’s compare autism’s prevalence to that of some other con- 
ditions: 

• Pediatric AIDS - 1 in 300; 

• Type 1 diabetes - 1 in 400; and 

• Childhood cancer - 1 in 2,000 

This year, more children will be diagnosed with an autism spectrum disorder than 
AIDS, diabetes, and cancer combined. The prevalence of autism has risen dramati- 
cally over the past several decades; in fact, statistics show a ten-fold increase in 40 
years. Although broadening of the diagnostic criteria for autism and increased 
awareness account for some of this increase, experts estimate that approximately 
50 percent of the increase remains unexplained. Many in the autism community use 
the word “epidemic” when describing autism. 

Based on metrics used by the World Health Organization, autism represents a 
significant public health challenge. It is a highly prevalent and chronic condition 
with an early onset and is associated with significant functional impairments and 
costs. Its burden is higher than childhood leukemia, cystic fibrosis, and type 1 diabe- 
tes — an estimated $137 billion per year. 

Of course, the impact of autism cannot be measured in dollars alone. Autism 
takes a significant toll on families. Compared to the families of children with special 
health care needs other than autism, the families of children with autism are more 
likely to: 

• cut back or stop working; 

• spend 11 or more hours per week providing care; 

• pay more than $1,000 annually in out-of-pocket medical expenses; 

• experience financial problems; and 

• avoid changing jobs in order to maintain health insurance. 

According to a national survey, only one in five children with autism has adequate 
health insurance coverage, receives coordinated, ongoing, comprehensive care within 
a medical home, and Had at least one preventive medical visit in the past 12 
months. 

Military families with a child on the autism spectrum face the added burdens of 
stress associated with their service. Relocating to a new duty station can cause gaps 
in care with lifelong consequences. When one parent is deployed, the other may bear 
the full responsibilities of child care. When a parent returns from deployment, the 
family may have the additional challenge of combat-related mental or physical 
health problems. 


SCREENING, DIAGNOSIS, AND TREATMENT 

The care of a child with autism often begins with a sense by a family member 
or health care professional that the child’s development is not typical. It is now pos- 
sible to screen for autism at 12 months of age, and autism can be reliably diagnosed 
by 18 to 24 months of age. In 2007, the American Academy of Pediatrics rec- 
ommended that all children be screened for autism at 18 and 24 months of age and 
that appropriate referrals be made if autism is suspected. Yet, the average age of 
diagnosis in the United States remains close to 5 years. Children from ethnic minor- 
ity backgrounds are at a particular disadvantage. Research shows that these fami- 
lies have to go to the doctor many more times before receiving a diagnosis, and the 
age of diagnosis is much older. 

Fortunately, there are effective treatments for autism that can change a person’s 
course and outcome. Controlled clinical trials have shown that early intensive be- 
havioral treatment significantly increases IQ, language abilities and daily living 
skills, while reducing the symptoms of autism. In fact, a 2010 randomized controlled 
trial funded by the NIH and published in Pediatrics reported that 50 percent of chil- 
dren with autism who received early treatment for 2 years had a 15 point increase 
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in IQ (1 standard deviation). One third of the children showed an increase in IQ 
of greater than 30 points (2 standard deviations). This means that treatment 
changed these children’s life trajectories, setting them on a course that increased 
their chances of living productive and satisfying lives. This is not only good for the 
individual; it results in significant cost-savings for society as children and adults 
need fewer services and can become productive members of society. 

Among the many treatment methods available, behavioral treatments that use 
the methods of applied behavior analysis (ABA) have become widely accepted among 
health care professionals as an effective treatment for autism. Mental Health: A Re- 
port of the Surgeon General states, “Thirty years of research demonstrated the effi- 
cacy of applied behavioral methods in reducing inappropriate behavior and in in- 
creasing communication, learning, and appropriate social behavior.” Study after 
study has provided evidence for the efficacy of early intensive behavioral treatment 
based for improving outcomes of children with autism. 

Let me say a little more about ABA. Treatments based on behavior analysis use 
a scientifically validated approach to understanding behavior and how it is affected 
by the environment. Through decades of research, the field of behavior analysis has 
developed many techniques for increasing useful behaviors and reducing those that 
may cause harm or interfere with learning. These techniques bring about meaning- 
ful and positive changes in behavior. Success in an ABA program is measured by 
direct ohservation and data collection and analysis. Early Behavioral treatment 
based on ABA is provided by highly trained licensed/certified professionals with ex- 
pertise in ABA and involves one-on-one treatment with the child typically for 25- 
40 hours per week for at least 2 years. This early intensive investment in treatment 
results in significant cost savings in the long run, as many children with autism 
who receive such treatments can now carry on a normal conversation, enter a reg- 
ular classroom, and form friendships with their peers. 

THE GROWING TREND TOWARDS COMPREHENSIVE AUTISM COVERAGE 

Autism Speaks is committed to passing insurance legislation that provides access 
to behavioral health treatments for people with autism. Back in 2001, only the State 
of Indiana required insurance coverage of effective therapies like ABA. Now 30 
States (representing over 70 percent of the country’s population) require coverage 
of ABA treatment as a medical care. 

Large employers like Microsoft and Home Depot provide coverage for autism 
therapies, as do universities such as Ohio State, Harvard, and Princeton and health 
care facilities like the Mayo Clinic. 

After conducting an internal review earlier this year, the U.S Office of Personnel 
Management (0PM) concluded there is enough evidence for 0PM to classify ABA 
as a medical therapy. This means that Federal Employees Health Benefits Program 
(FEHBP) carriers may propose 2013 benefit packages that offer behavioral treat- 
ments based on ABA. In communicating this decision to Autism Speaks, 0PM stat- 
ed, “This decision reflects our perspective that families covered under the FEHBP 
should have access to medical treatment that is safe, effective for their individual 
diagnosis, supported by sound medical evidence, and delivered by appropriate pro- 
viders.” 

In contrast to the benefits that will be made available to the Federal civilian 
workforce, TRICARE — the health care program for uniformed servicemembers and 
their families — currently provides only limited coverage for ABA treatment. 
TRICARE classifies ABA as an educational intervention and makes it available only 
through the Extended Care Health Option (ECHO), a supplement to the basic 
TRICARE program. ECHO benefits are cumulatively capped at $36,000 per year 
which may not adequately cover the early years when intensive treatment is need- 
ed. ECHO is restricted to dependents of active-duty servicemembers. Dependents of 
retirees — including dependents of wounded warriors retired due to injuries sus- 
tained in combat — are unable to access ABA treatment under TRICARE. Guard/Re- 
serve families receive intermittent care as they move between active and non-active 
duty status. 

Families report that the ECHO $36,000 limit on care does not address the need 
for intensive ABA services. Using TRICARE billing rates, $36,000 pays for an aver- 
age of 11 hours of ABA therapy per week, whereas the recommended number of 
hours is between 25 and 40. Many children with autism, especially those who are 
newly diagnosed or who face severe challenges, need this level of initial treatment. 
The out-of-pocket costs associated with this additional medical care are unaffordable 
to the military family. Even the limited available benefit is difficult to access for 
some eligible families, who report significant enrollment delays and a lack of 
TRICARE authorized providers. 
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Without access to needed services, many military families depend on State Med- 
icaid waiver programs. A change in duty station, however, may move a family to 
the bottom of a long waiting list and force a stark choice: incur significant debt or 
do without treatment for their child. 

Given all our military families have shouldered for the last decade, they deserve 
better. The warfighter in Afghanistan should not have health care inferior to that 
of the civilian employee working within the Pentagon. We owe more than this to 
the families who are making tremendous sacrifices for our country. 

This is not a matter for further study. Action is needed to provide the quality of 
care our military families deserve and have earned. On behalf of the thousands of 
military families affected by autism, we ask that Congress require TRICARE to pro- 
vide behavioral health treatment, including ABA, to military families regardless of 
duty status and without a dollar cap. 

Thank you. Chairman Webb, Ranking Member Graham, and members of the sub- 
committee, for your time, for your commitment, and for your leadership. 

Senator Webb. Thank you very much, Dr. Dawson. 

Mr. O’Brien, welcome. 

STATEMENT OF MR. JOHN O’BRIEN, DIRECTOR OF 

HEALTHCARE AND INSURANCE, U.S. OFFICE OF PERSONNEL 

MANAGEMENT 

Mr. O’Brien. Chairman Webb, members of the subcommittee, 
thank you very much. Thank you for the opportunity to make a 
statement on behalf of the FEHB program administered by 0PM. 
We appreciate the subcommittee’s interest in our program and its 
support of families whose children have special needs, specifically 
those with ASD. 

We understand that the subcommittee seeks information on our 
recent reclassification of ABA as a medical therapy. In contrast to 
the single provider model of TRICARE, the EEHB program con- 
tracts with 91 separate insurance carriers to offer health plans to 
over 8 million Eederal employees, annuitants, and families. All 
plans are required to provide basic services, and may propose and 
negotiate to offer a range of additional benefits. All FEHB plans 
are required to provide children with autism access to pediatric 
care, physical therapy, occupational therapy, speech therapy, men- 
tal health treatment, and medications. 

However, during the current 2012 contract year, the FEHB ben- 
efit — ABA is not an FEHB benefit because it is classified for the 
FEHB as an investigational or educational intervention, and, there- 
fore, is subject to a blanket exclusion. That means that children of 
a Federal employee cannot access ABA services through their 
health insurance regardless of whether the plan they have selected 
would have normally considered such a treatment as medically nec- 
essary and provide it to its non-Federal subscribers. 

Beginning in 2010, Members of Congress, families, and other 
stakeholders asked 0PM to reexamine this blanket exclusion. The 
0PM Benefit Review Panel evaluated the status of ABA for chil- 
dren with autism. Previously, ABA was considered to be an edu- 
cational intervention and not covered under the FEHB program. 
The Benefit Review Panel concluded that there is now sufficient 
evidence to categorize ABA as a medical therapy. Accordingly, 
plans may propose a benefit package that include ABA. 

The insurance marketplace in which the FEHB operates is 
changing rapidly with regard to ABA therapy. At present, 30 
States require some health insurance coverage of ABA. In a week, 
that number will be 31. Had I been before this subcommittee in 
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June 2010, the number of States requiring ABA would have been 
14. In June 2008, just 4 years ago, the number would have been 
two. 

0PM has made the decision to reclassify ABA as a medical ther- 
apy rather than as an educational service based on the evolving 
body of clinical research and the maturing provider infrastructure 
to deliver this modality under a medical model. This reclassifica- 
tion does not presume medical necessity, and does not specifically 
require FEHB plans to add ABA service to their basic benefits 
package. Rather, it allows plans to propose ABA as an additional 
benefit under conditions where medical necessity is satisfied and 
appropriate and qualified providers are available. 

Medical necessity criteria are evaluated by each health plan in 
FEHB, not by 0PM. Plans assess whether a proposed treatment is 
safe, supported by sound medical evidence, effective for an indi- 
vidual, more effective than alternative treatments, and conforms to 
relevant standards of medical practice. Our decision only applies to 
the FEHB and not to TRICARE programs, and accordingly, was 
published as technical guidance to our carriers. 

The evidence is not yet sufficient to support an official 0PM posi- 
tion requiring coverage by all FEHB carriers. In the interval, our 
administrative change will allow FEHB plans that choose to make 
ABA services available as the research and provider base matures. 
0PM will periodically re-review ABA as the research develops. 

We are grateful for the subcommittee’s support of Federal em- 
ployees and their families. Thank you for this opportunity. I am 
happy to answer any questions you may have. 

[The prepared statement of Mr. O’Brien follows:] 

Pkepared Statement by Me. John O’Brien 

Chairman Webb, Ranking Member Graham, and members of the subcommittee, 
thank you for the opportunity to make a statement on behalf of the Federal Employ- 
ees Health Benefit (FEHB) Program, administered by the U.S. Office of Personnel 
Management (0PM). We appreciate the subcommittee’s interest in our program and 
its support of families whose children have special needs, specifically those with Au- 
tism Spectrum Disorders. 

We understand the subcommittee seeks information about our recent classifica- 
tion of Applied Behavior Analysis (ABA) as medical therapy. In contrast to the sin- 
gle provider model of TRICARE, the FEHB program contracts with 91 insurance 
carriers to offer health plans to over 8 million Federal employees, annuitants, and 
families. All plans are required to provide basic services, and may negotiate to offer 
a range of additional benefits. All FEHB plans are required to provide children with 
autism access to pediatric care, physical therapy, occupational therapy, speech ther- 
apy, mental health treatment, and medications. However, in 2012, AbA is not an 
FEHB benefit because it is classified as an investigational or educational interven- 
tion. This means that the child of a Federal employee cannot access ABA through 
their health insurance regardless of whether the plan would normally consider such 
treatment medically necessary and provide it to its non-Federal subscribers. 

Beginning in 2010, Members of Congress, families, and other stakeholders asked 
0PM to re-examine this blanket exclusion. The 0PM Benefit Review Panel evalu- 
ated the status of ABA for children with autism. Previously, ABA was considered 
to be an educational intervention and not covered under the FEHB Program. The 
Benefit Review Panel concluded that there is now sufficient evidence to categorize 
ABA as medical therapy. Accordingly, plans may propose benefit packages which in- 
clude ABA. 

Over the last 2 years, the infrastructure to support the delivery of ABA has ma- 
tured rapidly. Today 30 States require at least some health insurance coverage of 
ABA, and 14 have licensure procedures for ABA providers. ABA providers most fre- 
quently have a graduate degree in Psychology with additional training in ABA, lead- 
ing to formal Board Certification in Behavior Analysis. States often exercise their 
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supervision of certified or licensed providers through the same path^way which over- 
sees other health care practitioners, such as a Board of Medicine or Psychological 
Examiners. It is also common practice to require a physician’s or Psychologist’s pre- 
scription before a health plan will approve ABA for a specific child. 

0PM made a decision to reclassify ABA as a medical therapy rather than an edu- 
cational service based on the evolving body of clinical research and the maturing 
provider infrastructure to deliver this modality under a medical model. This reclas- 
sification does not presume medical necessity and does not specifically require 
FEHB plans to add ABA services to their basic benefits package. Rather, it allows 
families of Federal employees to receive the same treatment as families of non-Fed- 
eral employees by allowing plans to propose ABA as an additional benefit, under 
conditions where medical necessity is satisfied and appropriate, qualified providers 
are available. Medical necessity criteria are evaluated by each health plan in FEHB, 
not by 0PM. Plans assess whether a proposed treatment is safe, supported by sound 
medical evidence, effective for an individual, more effective than alternative treat- 
ments, and conforms to relevant standards of medical practice. Our decision applies 
only to FEHB, and not to TRICARE programs, and accordingly, was published as 
technical guidance to our carriers. 

The evidence is not yet sufficient to support an official 0PM position requiring 
coverage by all FEHB carriers. In the interval, our administrative change will allow 
FEHB plans that chose to do so to make ABA services available as the research and 
provider base mature. 0PM will periodically re-review ABA as the research devel- 
ops. We are grateful for the subcommittee’s support of Federal employees and their 
families. 

Thank you for this opportunity, I am happy to address any questions that you 
may have. 

Senator Webb. Thank you very much, Mr. O’Brien. Let me begin 
by thanking all of you for your extraordinary breadth of experience 
that has been reflected in your testimony today, both written and 
oral. 

Just as an immediate reaction, before we get into some of these 
more complex issues that are being addressed with respect to ABA 
therapy, I think that, Mr. Hilton and some of the others, you raised 
some very valid points about inconsistencies in the ability to get 
treatment, and the eligibility requirements when people move. I 
think that is something I am going to right now encourage staff to 
pursue further. These are things that could be handled administra- 
tively perhaps working with DOD on these sorts of issues. 

I remember what it was like to move around when I was a kid. 
I remember at one point I went to nine different schools in 5 years 
between the 5th and the 10th grade. We were in England, Mis- 
souri, Texas, Alabama, California, and Nebraska. I remember what 
it was like to be at the bottom of the pile in these types of things. 
We did not have Medicaid waiver programs when I was a kid. I do 
not think we had Medicaid when I was a kid. I do not remember 
any of it. 

But certainly there are issues that have been raised that could 
be dealt with in a more immediate sense just by working with DOD 
to see if we cannot iron out some of those matters that have been 
raised. 

As I mentioned in my opening statement, let me begin with this. 
There is a lot of debate with respect to the 0PM determination 
that you, Mr. O’Brien, discussed. I would like to start by getting 
a better understanding of the factual nature, the specific nature of 
the treatments. Maybe the best place to start would be with Dr. 
Tait and Dr. Dawson. If you could help us understand the dif- 
ference in current practices that are regarded as medical therapy 
in these cases as opposed to what have been educational interven- 
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tions. Just in basic terms, what are the differences? Dr. Tait, 
maybe we will start with you. 

Dr. Tait. Thank you. When I am thinking about and when we 
are talking in terms of whether this is medical versus educational, 
unfortunately, when we are looking at any therapy, whether it is 
occupational therapy, physical therapy, speech, ABA, it has both 
educational and medical effects. I think maybe the best way that 
if I could give some examples of that. 

If you are looking at ABA, as I mentioned in the testimony, it 
certainly affects cognition or thinking. It affects language. It affects 
academics. That is the school piece of it. But if you look at children 
who have ASD, many of them have specific medical issues that 
have to be dealt with through a behavioral approach. Examples of 
that would be self-injury. Many of the children actually are in- 
volved in self-injurious behaviors. 

Another example would be eating. One of the things that we look 
at, some children at the extreme of ASD really have such very spe- 
cific eating habits that unless you look at it behaviorally, they can 
be malnourished. That is the medical piece of it. They can have 
what we call Pica disorder, which is eating other objects that you 
should not be eating, and then you go to the doctors for that. 

Another piece of that is, behavior can be such a part of what we 
are talking about that they cannot get the basic needs they need, 
like going to a dentist, or getting the medical needs that they have 
addressed unless they are sedated. 

All of those are behavioral in one sense. Senator, but they are 
also educational. When I am thinking in terms of ABA, I think that 
it certainly is medically-based. It is also educationally-based. 

Senator Webb. Just for clarification here, in terms of program- 
matically what is now funded and what is considered educational 
intervention, what type of program is now funded that does not 
reach the ABA area? Programmatically, when we say there are cer- 
tain practices that are acceptable, and at the same time we are 
saying that the ABA is educational intervention and, as a result, 
not funded, what are we treating and what are we not? 

Dr. Tait. The way that I look at this is if you look at therapies 
that are funded — maybe that is the best way to approach it. The 
therapies that we know that are funded are things like occupa- 
tional therapy, physical therapy, speech language pathology. If you 
look at those therapies, they are very specific and individualized 
with respect to the children that need them. 

Those therapies are not as behaviorally-based where you set up 
a specific behavior program that has to be carried through at home, 
at school, by the family. You are looking at different, what we call, 
trials, where you look at behavior changes and trials. I think that 
is why when we are looking at this, you are saying it is educational 
because it is looking at the cognition, language, academic perform- 
ance, and adaptive behavior. But all of that rolls into the medical 
piece of it too. 

Not all children need 40 hours of ABA per week that have au- 
tism, and that is why we were saying it has to be individualized. 
You look at the therapy that is appropriate. 

Senator Webb. Dr. Dawson? 
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Dr. Dawson. One way to look at it has to do with who delivers 
the treatment and the scope of the treatment. When we think 
about an educational service, it is typically provided in an edu- 
cational context by educators. When we think about ABA treat- 
ment, early intensive behavioral intervention, first of all, it is often 
prescribed by a physician. Second, it is delivered by either a li- 
censed clinical psychologist or a board certified behavior analyst, 
not necessarily a special educator. Then, third, it requires many 
hours of intensive intervention that is not accommodated within an 
educational program. Educational programs simply do not offer ei- 
ther the level of expertise in this area or the number of hours and 
intensity. It really goes beyond the scope of a typical educational 
program that we might offer. Even a child with special needs would 
not be offered these kinds of services typically in an educational 
program. So it really goes beyond the scope of what we think of is 
education. 

The other thing to point out is that it has an impact on brain 
development. In fact, there is study in press right now that shows 
that it not only impacts things like IQ and languag:e ability, but 
can change the pattern of brain activity in these children to nor- 
malize them over time. It is much more of a whole medical inter- 
vention than we think of as restricted specifically to an educational 
activity. 

Senator Webb. I want to finish this thought with Mr. Hilton. In 
your own experience with the program, what does it cover, and 
what does it need to be covered? How does the $36,000 annual cap 
fit into that? 

Mr. Hilton. Sir, I am just going to back up for a second and pig- 
gyback on something that the lady said and give you an example. 
A lot of these children, for whatever reason, are runners, meaning 
they run and run. Another thing, they like water for a reason I do 
not understand. 

We lost a little girl, a little Army girl, 7 years old in May, who 
had autism. She ran and they ended up finding her in a pond not 
far from the family. This is documented in a variety of different cir- 
cumstances. So from our perspective, for a lot of our families, this 
is life or death. I do not think that qualifies educational. That 
qualifies as medical. 

To answer your specific question, what my friends and what I 
have seen is that particularly when you are talking about younger 
children, 2- to 5-year range, or the children who need much more 
intensive therapy, that $36,000 simply is not enough to cover their 
costs. I have a friend who is a Navy commander. I served with him 
a long time ago. He has a child with autism, and this is an 05 that 
you would think might be able to cover this therapy. He has had 
to take out a second mortgage on his house. That just gives you an 
example of what an 05 has to deal with. Imagine an E3 or E4. 
They are simply just going without the therapy. 

Senator Webb. Mr. O’Brien, we have been told that DOD has 
asked 0PM to see the studies and the basis for OPM’s decision. Is 
0PM going to share that study with DOD? 

Mr. O’Brien. Yes. 

Senator Webb. Good. Senator Begich. 

Senator Begich. Thank you very much, Mr. Chairman. 
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First, Mr. Hilton, congratulations again on your award as Mili- 
tary Spouse of the Year. I know you corresponded off and on with 
my wife hy e-mail. I thank you. We really appreciate your effort 
and your lead and your leadership today in representing families 
in a very succinct way. I will have some questions for you in a sec- 
ond, but I just wanted to acknowledge that I really appreciate your 
being here today. 

I am actually going to take the question that the chairman just 
asked. If the answer is yes, the question is obviously how long will 
it take you to review it? When will you do it? That, to me, is very 
simple. 

Dr. Guice. When we get the information, we will put it in our 
normal review process and evaluate it according to our require- 
ments by statute and by regulation as to whether or not it serves 
as medical care according to our criteria. 

It may take us very little time, 6 months. It just depends on all 
the information that we get. We invite others to submit informa- 
tion as well if they have credible evidence, peer review publication 
of studies, that would help us, inform us about a better or a dif- 
ferent coverage decision, we would be delighted to receive those as 
well, sir. 

Senator Begich. Can you do that administratively? In other 
words, once you review and if you determine you can move it to 
medical therapy, can you then do it? 

Dr. Guice. Yes, sir. If it is deemed to be appropriate according 
to our criteria, and statute and regulations that we evaluate evi- 
dence by, then it can be made a coverage decision. 

Senator Begich. Okay. Here is the question I have. I guess if I 
am able to do it right, because I am under one of your policies 
somewhere in the mix because I pay a bunch of money. I know that 
despite what people think, we actually have lots of premiums as 
senators. I think I had my co-payment premiums at $6,000 last 
year. So if I wanted to buy additional coverage for one of my policy- 
holders or one of the folks I have under Federal insurance, that is 
covered as additional, I can get it, correct? 

Mr. O’Brien. Assuming the plan offers service. 

Senator Begich. Right. 

Mr. O’Brien. But it is not a required part of our basic benefit 
plan. We are offering plans the opportunity to propose this benefit. 
So this does not guarantee anyone would get this benefit. 

Senator Begich. I understand that. I understand, but it is now 
offered where several years ago we had a couple only that offered 
it, correct? 

Mr. O’Brien. Right. As of today for the 2012 contract year, there 
is no child in the FEHB program who is receiving ABA. It is under 
a blanket exclusion as we have identified it as an educational serv- 
ice. We have removed that blanket exclusion. 

Senator Begich. Because the evidence is telling you something, 
and it is worthwhile to ask the question for policyholders to con- 
sider, correct? 

Mr. O’Brien. In our benefit review panel, we went back there. 
We considered the evidence, and the evidence has said this is a 
promising therapy. There is also a wiggle around it. Additionally, 
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we looked at the costs and we looked at what the evolution of the 
provider infrastructure and the insurance market. 

Senator Begich. Let me ask you. What have you done there, do 
you do that frequently? 

Mr. O’Brien. We have other services we are going to be doing in 
the future. This is a relatively new process we are doing. 

Senator Begich. That helps me because you have a standard. 
You are not just doing it for anything. You are reviewing it, and 
then you are moving it to the next stage. Then it could move to the 
next stage. Is that fair to say? 

Mr. O’Brien. Yes, that is fair to say. 

Senator Begich. Okay. Your process, once this information and 
other information may come in, you may have 6 months or so to 
review. Then at that point, you will determine if it fits your cri- 
teria. If not, you will identify what those gaps are. Is that fair to 
say? 

Dr. Guice. Yes, sir. 

Senator Begich. Okay. You will keep, I am assuming, the chair- 
man, the subcommittee informed on that process? 

Dr. Guice. We will be happy to. 

Senator Begich. Great. Mr. Hilton, you brought up a lot of good 
questions. I am going to take one which the chairman mentioned 
that I want to follow up on, and that is the Medicaid waiver. 

It is interesting. We do not know what the Supreme Court is 
going to do in the next 4 or 5 days, but under that new program, 
we pay — when I say “we,” I mean the Federal Government — when 
it is all done and said, all new entrees into Medicaid at a certain 
level, we pay 90 percent to any State. So it seems logical to me that 
there should be probably a veteran or an Active Duty military Med- 
icaid program because we are going to pay 90 percent of it anyway, 
that is portable. 

So you serve in one community, because the way it is going to 
work — I think this is the way it is going to work. Let us say you 
are in Alaska. You serve a year or 2. You get transferred. You go 
to another State. You are going to be a new member on their Med- 
icaid roll. You are going to be a new entry. So, therefore, we are 
going to pick you up at 90 percent. So, do we not just figure this 
out now because within a 2- or 3-year period, every military person 
who needs a service and a Medicaid waiver will be actually a new 
entry onto States’ rolls, which we pay 90 percent of So why not 
just cut through it all and create a Medicaid waiver program for 
military that will actually go into play anyway? Your thoughts on 
that? 

Mr. Hilton. Sir, I think I would be obviously supportive of that. 

Senator Begich. Yes, I thought that would be the case. 

Mr. Hilton. In my written testimony, I list the Medicaid waiver 
website. There are 423 different Medicaid waiver programs in the 
Federal Government at the various States. So you can see why we 
sometimes get confused as we move from State to State. However, 
as I note in my testimony, there has to be a way to figure out how 
to serve our military families. 

Senator Begich. Just sitting here listening to you and thinking 
about the law by the example I just gave, every military person 
who needs the Medicaid waiver will automatically become a Med- 
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icaid new entry in the State they go to. Those are people we are 
going to be covering 90 percent of under the new law. So why not 
just do it? That is just a thought that I wanted to share. 

I am giving it through the chairman and the staff, and maybe 
some thought there because I think you bring up, if I can in my 
last minute here, Mr. Hilton, what other things do you think we 
in the Federal Government can do? You mentioned a couple in your 
testimony, and I appreciate that — that we can do to better really 
serve families that have children with disabilities and special 
needs? 

Mr. Hilton. Sure. If I had to prioritize the variety of things I 
put in my written testimony — it was pretty lengthy — I would obvi- 
ously put high on the top of the list the ABA issue. We have been 
admiring this problem 

Senator Begich. To get it classified as a medical 

Mr. Hilton. Yes, sir, as medically necessary. I will be honest 
with you. I hear medical therapy, but not medically necessary. I 
hear educational. I hear sea lawyer combined with insurance ad- 
juster, to be honest. That is what our families hear, and that would 
be at the top of the priority list for me. 

Obviously, getting in place appropriate policy to standardize the 
EFMP process such that, exactly as the chairman said, as we move 
from base to base, it is consistent. From my perspective, disabilities 
do not care what uniform you wear, and it is one of those things 
where we all scratch our head and wonder why are we receiving 
different services. 

Senator Begich. Very good. Thank you very much. Thank you, 
Mr. Chairman. 

Senator Webb. Thank you. Senator Begich. Before I call on Sen- 
ator Gillibrand, let me just say to her that I was talking well about 
her before she got here. She was really one of the principal moti- 
vating forces behind having this hearing. So we welcome her, and 
she is now recognized. 

Senator Gillibrand. Thank you, Mr. Chairman, and thank you 
so much for holding this hearing. Thank you to each of the wit- 
nesses. This is so helpful because this is not an issue that I think 
gets enough sunlight, enough discussion, and one that so urgently 
does for families that have children that are suffering. That is what 
I am really worried about. 

I am worried that this would take 6 months; 6 months is a long 
time. That could be a whole half year for a 1-year-old or a 2-year- 
old where those therapies are the difference between whether they 
will ever reach their God-given potential. I think that is too long. 

I am very concerned because the prevalence is so high. One in 
54 boys today are being diagnosed with autism. The fact that these 
therapies actually work is the greatest hope that we have. We 
should not be denying them to any child, certainly not children of 
military families, certainly not children of wounded warriors or vet- 
erans. We have to do better, in my view. 

Now, I was very interested in both of the doctors’ testimonies be- 
cause what you described to me sounded very much like psycho- 
logical therapies that are similar to what we do for post traumatic 
stress disorder (PTSD). So I want to go to our first witness. Dr. 
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Guice. Could you tell us, when we look at PTSD, are those thera- 
pies covered as medically necessary? 

Dr. Guice. Those are covered as medically necessary, yes. 

Senator Gillibrand. What is the difference between the types of 
therapies, because as Dr. Dawson described, she described them 
being administered by psychologists, by people who have specific 
training for these needs, very similar to PTSD. 

Dr. Guice. The difference is when we looked at providing ABA 
back in 2010, the evidence at that point in time convinced us it was 
still considered a behavioral intervention, and as such could not be 
covered under our statutory and regulatory requirements for deter- 
mining medical care that is medically and psychologically nec- 
essary to treat a disease or an illness. 

Senator Gillibrand. So, even as you just described it, that per- 
fectly describes PTSD therapy, something that is behaviorally nec- 
essary that actually is an intervention that actually does help these 
men and women in life and death situations. 

Dr. Guice. The treatment actually treats the underlying condi- 
tion of PTSD. It is designed to treat PTSD. 

Senator Gillibrand. Exactly. That sounds exactly what behav- 
ioral therapies for ABA are. So I feel that if you did reexamine it, 
where the literature is today, and since studies are being published 
every month that show that it is scientifically and medically nec- 
essary, that it actually affects the brain and the development of the 
brain, I think every criteria that you have been using for all these 
other diseases and disorders and treatments, it will match up per- 
fectly just from the testimony I have heard today. 

My question is, how can we do this more quickly? Is there a way 
for us as the Senate Armed Services Committee, as we do this au- 
thorization legislation, to write something that allows you to do 
this immediately, and to have the resources put in place to under- 
stand the literature immediately, to be able to say this is a psychol- 
ogist offering medical treatment so children can develop their 
brains, their behavior, their abilities properly? 

Dr. Guice. We have it separate. We have a very defined process 
through which we look at these potential coverage decisions, and 
we use that routinely and standardly. It is about getting informa- 
tion and assessing it according to our criteria. We will do it as ex- 
peditiously as we possibly can. 

Senator Gillibrand. I would like to turn my attention now to 
Mr. Hilton. I want to thank you, sir, for your service. The men and 
women who serve and their families are the greatest Americans we 
have. They are some of our best and brightest, and certainly sac- 
rifice more than anyone else. So I want to thank you for coming 
to this panel to tell us about what the lives of these families are 
actually like. 

Can you describe to me, to the extent you know, and if Dr. Daw- 
son or Dr. Tait can amplify this, I would be grateful. Explain what 
happens when a child is newly diagnosed? How do they navigate 
the current system? Please tell me how they navigate whether you 
are Active Duty or whether you are recently separated or whether 
you are injured and in wounded warrior status. What are the dif- 
ferences for each of those types of members of our military families, 
and what needs to be addressed for each person? 
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Mr. Hilton. That is a pretty big question. 

Senator Gillibrand. Take your time. 

Mr. Hilton. I will just tell you part of our experience from our 
daughter being in born in 2002. In 2004 to 2008, we moved five 
times. That was due to deployments, regular PCS. My wife was in 
training. During that period of time, every time you move, I would 
start preparing for the next move 6 months prior to. I can consider 
myself a pretty decent advocate for my daughter, and we only had 
one daughter at the time. As you are going through the normal 
PCS process and you are dealing with the deployment, it takes 
probably 6 months from getting to the next duty station for you to 
get all the pieces of the puzzle back in play. 

Reading through some of the testimony or some of the notes from 
the parents, and you are talking about the retirees or the veterans 
or the wounded warriors particularly, I cannot even imagine frank- 
ly dealing with those situations and having a child with autism or 
another developmental disorder. 

Senator Gillibrand. Because they are not eligible at all? 

Mr. Hilton. Correct. If you think about that, going from some- 
thing to nothing is like hitting a brick wall for these families. For 
that child, and again, I would really encourage everyone to read 
their stories. You read again and again how devastating that is for 
the family and the child. 

Senator Gillibrand. Dr. Dawson, could you speak a little bit to 
what is the difference for a child that you are treating that they 
have now 11 hours covered a week. Imagine it is a child that you 
have actually prescribed 40 hours a week. What is the difference 
for that child’s future to the extent you can describe it? 

Dr. Dawson. First of all, it is important to keep in mind that the 
National Academy of Sciences did convene a group. It has been a 
while now, but they convened a group to look at how many hours 
should be standard of care. At that point, and this was actually a 
number of years ago, 2001, it could have even changed now. But 
standard of care was a minimum of 25 hours a week for a child 
during the pre-school period. 

Senator Gillibrand. That was a decade ago. 

Dr. Dawson. That was a decade ago, and the difference is really 
in IQ points, language ability, and adaptive behavior. So even in 
the last few years, there have been studies that have examined the 
difference in IQ, language, and adapted behavior of a child who 
gets fewer hours versus more, and it does make a difference. 

If we want children to have the best possible outcome, then they 
need to have access to the number of prescribed hours. It is impor- 
tant to keep in mind that that can vary, and it should be looked 
at by each physician working with a family, as Dr. Tait has said. 
For some children, it is going to be 40 hours, particularly early on. 
Other children may only need 10 hours, and that needs to be an 
individual decision so that that child has the best outcome. 

Senator Gillibrand. Thank you, Mr. Chairman. 

May I submit a statement for the record that Senator Lieberman 
asked me to submit? 

Senator Webb. That will be entered into the record at this point. 

[The prepared statement of Senator Lieberman follows:] 
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Prepared Statement by Senator Joseph I. Liebeeman 

I would like to lend my strong support for expanded coverage for military families 
affected by autism. I am struck by the figures provided by our witnesses that show 
how autism has reached near-epidemic levels in our country: one out of every 88 
children, including one out of every 54 boys, is affected, far beyond the rates of 
childhood AIDS, diabetes, and cancer combined. The Department of Defense esti- 
mates that 23,000 military dependents have an autism diagnosis, and I have heard 
the deeply moving personal stories of but a few of them. It is clear that this is a 
growing problem that we as a country have yet to address. 

Studies have shown that early diagnosis and intensive therapy are the keys to 
effectively mitigating the effects of autism in children. Therapies informed by ap- 
plied behavior analysis (ABA) can significantly help the development of life skills 
for those affected. The efficacy of these methods has been recognized by the U.S. 
Surgeon General, and 30 States recognize ABA as a medical treatment that should 
be covered by private insurance. Most notably, the Office of Personnel Management 
has concluded that ABA is a medical therapy that can be covered in Federal Em- 
ployees Health Benefits programs. 

Unfortunately, TRICARE is behind the curve in this critical area. Unlike the rest 
of the Federal workforce and a growing majority of the private sector, 
servicemembers, veterans, and their families continue to face restrictions on these 
effective autism treatments under TRICARE’s Extended Health Care Option 
(ECHO) program, which I believe place an undue burden on our military families 
with autistic dependents and thereby affect overall readiness. TRICARE classifies 
ABA as a nonmedical educational service. Under TRICARE’s current allowances for 
nonmedical services, members can receive limited financial help that is capped an- 
nually at $36,000, sbarply limiting the allotment of behavioral analysis hours to less 
than half what it recommended to make a real difference in the life of an autistic 
child. Furthermore, the classification of ABA as a nonmedical service limits provi- 
sion of even this limited support to Active Duty members, leaving retirees and even 
those who have been separated due to combat wounds. 

I believe that our military families should be provided with the best available 
care, and it is clear to me that behavioral analysis-based therapies constitute the 
best available means to address autism. The time to address this critical gap in 
TRICARE is now. I look forward to supporting legislation to address this issue when 
the Senate takes up the National Defense Authorization Act for Fiscal Year 2013. 

Senator Gillibrand. Thank you, Mr. Chairman. Thank you, wit- 
nesses. 

Senator Webb. Thank you. Senator Gillibrand. 

Let me make one point, if I may, just as a follow-on to Senator 
Gillibrand’s comments about PTSD. I was committee counsel on 
the House Veterans Committee many years ago when we did the 
initial studies on PTSD. If I were to see a parallel here — first of 
all, let me be careful. I know there are a lot of frustrated people 
out here, but I do not think this is a sea lawyer syndrome. I do 
not think that is fair to the people who have the burden of having 
to make these determinations. 

I think it is more that the process of trying to figure out how to 
take care of people is an evolutionary process. We went through 
this back in the late 1970s and early 1980s with respect to PTSD. 
I think the question is a legitimate one in terms of evaluating the 
methodology in order to determine whether a particular therapy is 
medically effective. That is what our challenge is here. I think Sen- 
ator Gillibrand has given our subcommittee a great shot in the arm 
in terms of putting this issue in front of the subcommittee. 

With that. Senator Blumenthal. 

Senator Blumenthal. Thank you, Mr. Chairman, and thank you 
for having this hearing, and to all our witnesses for being here, and 
all who have been such effective advocates for families in this situ- 
ation. 
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Dr. Dawson, I have read a lot of materials and witness testimony 
regarding ABA. My impression is that ABA is a widely accepted, 
successful set of tools that can he used in assisting people who are 
facing the challenges of being diagnosed with autism and other de- 
velopmental disorders. You have immensely impressive background 
experience, as do all of our witnesses here today. I would like to 
ask you to describe how ABA is being used to assist in the treat- 
ment and the effectiveness of this treatment in relation to autism. 
If you could highlight the differences between the TRICARE cov- 
erage of ABA and the coverage in the civilian sector. 

Dr. Dawson. Let us first look at the evidence in terms of what 
is the impact of ABA on children’s outcomes. There have been nu- 
merous clinical trials that have been conducted and published. 
There was a study that was funded by the National Institutes of 
Health. It was published in the Journal of Pediatrics. This is the 
flagship journal of the American Academy of Pediatrics, and it was 
published in 2010, that showed that the impact of the early inter- 
vention for 50 percent of the children, they had a 15-point IQ gain, 
and for 30 percent of the children, they had a 30-point IQ gain. 
That is to standard deviation. 

So the majority of children who received this treatment actually 
moved from a status of intellectual disability into the normal range 
of cognitive functioning. We know that in terms of predicting long- 
term outcome, that IQ is the strongest predictor. 

Also, let us think about the cost to society. The current esti- 
mates, based on an analysis that was conducted this year, are that 
the costs are $137 billion annually to care for people with autism 
in the United States. Most of that cost is based on adult care. The 
average cost per individual is reduced by about half if they do not 
have intellectual disability. 

Imagine now that we provide this early intervention. You change 
the life course. This individual has either less severe intellectual 
disability or none at all, and they have a chance now to go to a reg- 
ular classroom, form friendships, have language, go on to have a 
job, and be productive members of society. From a cost benefit 
analysis, it saves taxpayers a tremendous amount of money. 

In terms of TRICARE, the issues are several. One is the fact that 
they limit the amount of coverage to cover about 11 hours of ABA. 
For some children, particularly in that early period, they need 
more than that in order to get the kind of gains that I am talking 
about. The parents are not getting adequate medically prescribed 
treatment, what the physician would recommend. 

The second has to do with the status, and this has to do with 
when you retire, you no longer have access to treatment. Or if you 
are in the National Guard, you are going to have intermittent ac- 
cess to treatment. So if you can imagine your child is doing well 
and they are in intervention, and then you change your status, and 
suddenly the treatment program is gone. What happens is that 
families will do anything. They will mortgage their home. They will 
give up their other children’s college savings in order to get treat- 
ment because they know that these are effective. They are aware 
of the literature. The idea of a parent, after learning about a diag- 
nosis and then rising to the challenge, and then finding that the 
treatments that we know are effective and that can make a dif- 
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ference for their child are not available to them, it is just not some- 
thing that we should be doing. We really need to do better by these 
families. 

Senator Blumenthal. It strikes me as I listen to you Dr. Daw- 
son, and I want to thank you for your service, this hearing room 
is a very colorless, antiseptic, majestic, but still very abstract set- 
ting to talk about what a parent faces in this situation. Since many 
of us — I have four children — are parents, if we were called in the 
middle of a family emergency out of the most important hearing in 
this room or the most important vote ever, we would all be gone 
in a flash. 

The instinctive reaction that you have described to disregard cost 
and to sacrifice almost anything to mortgage homes, to, in effect, 
put a family’s future under a severe financial cloud, is one that I 
think we need to understand. We as a Nation, we as a Congress, 
need to understand. 

The hopes offered by ABA, I think, are very impressive. Maybe 
I can ask others who are on this panel whether they have any com- 
ments on what we have just heard. 

Dr. Tait. If I may comment for just a moment, thank you so 
much. I was just keying off of some of the things that have been 
said thus far, and I think whether you are looking at PTSD or 
whatever we are talking about here. We spend a lot of time not 
separating our head from our body. So when we are talking about 
health of children, that includes the behavioral health. That in- 
cludes the physical health. 

For a child to be healthy and learn and grow, we have to look 
at all of those issues, and that is exactly what parents want. They 
just want their kids to have the services that they need to be able 
to have them fulfill their potential. I know that is what you all 
want too. 

I just wanted to comment on the navigation of families within 
systems. I can remember when I have talked to families, and one 
mother said to me, I want you to know that I spend all my day 
trying to navigate the payment system and nine care coordinators. 
I coordinate the care coordinators. They do that willingly, and day- 
in and day-out so that their children can receive the services that 
they need. 

From the perspective of this hearing, what we want is to make 
that as successful and easy to the families as we can make it. If 
they have to worry about what is getting paid or what is not get- 
ting paid and not concentrate on the children and the families, 
then that just puts extra stress on a family that is already stressed 
for a number of reasons. Thank you. 

Mr. Hilton. Sir, if I could offer one other thought. Looking 
through these 80-plus testimonies of individual military families, I 
realize it is not a scientific study, so you cannot rely on it exactly. 
But there is no one in here in this enormous population that says, 
“oh, we tried ABA and it did not work out.” Literally in every story, 
they say ABA — and it has been beneficial through the ECHO pro- 
gram, and we are thankful, I will admit. It is an amazing program, 
and it has been helpful to a lot of families. 

Every one of them then says, “what we are worried about is re- 
tirement,” and retirement is one of the stories. It is literally a week 
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away for this family, and they are looking forward to retirement 
after multiple deployments, after many, many years. I know fami- 
lies that have put off retirement for a variety of reasons when they 
would like to, and they simply cannot. 

Senator Blumenthal. Thank you. Again, thank you, Mr. Chair- 
man. My time has expired, but I am going to continue my interest. 
I would like to, again, thank the chairman for being very much at- 
tuned to this issue, and my colleagues, especially Senator 
Gillibrand, for being so active and attentive to it. Thank you. 

Senator Webb. Thank you. Senator Blumenthal. Again, let me 
emphasize that I do not think there is any disagreement in this 
room about wanting to help the people who are in need, and par- 
ticularly for us at this moment, family members and people who 
are serving and who have served. 

Our question, our burden, is evaluating the methodology in order 
to determine whether this therapy is medically effective. If it is, in 
those cases where it should be applied, there should not be any 
question about what we do. But that is the question that is before 
us. 

I understand there are people who would like a second round. 
Senator Begich? 

Senator Begich. No, I am good. 

Senator Webb. Okay. Senator Gillibrand, I know you want to ask 
questions or have other comments. 

Senator Gillibrand. I would like to go back to the conversation 
about specifically what we can do to hasten the re-review process. 
I would like guidance to this subcommittee about how we can help 
you legislatively. 

Dr. Guice. I do not believe at this point that we would require 
additional legislation to do it. I think it is just getting the evidence 
and having the time to sift through it. 

I would like to add, though, I think one of the witnesses said 
that TRICARE limits the ECHO or the payment available for ABA 
therapy to the $36,000 per year. That limit is set by Congress. 

Senator Gillibrand. We could change that. What would the 
limit have to be to cover the prescribed ABA therapies. Dr. Dawson 
or Dr. Tait? 

Dr. Tait. We have looked at some of those costs, and they run 
anywhere from $30,000 to $50,000 depending on where you are and 
whether you need the 40 hours versus the 20 hours. I believe that 
it is in that range, and that is generally what we are asking at the 
State level per child, of course. 

Dr. Dawson. I think that is the way to look at it. Think about 
it from the point of view of a physician making a prescription, and 
I do not think many children would go above 40 hours. One would 
look at the range that would cap at 40 hours a week and what that 
would cost, particularly during that early intensive period. Obvi- 
ously, when children are entered into school and they are spending 
the majority of their time in school, they are not going to require 
40 hours. So it would over time, that amount would be lessened. 
But to have that option during the early period is what is critical. 

Senator Gillibrand. Is there a way to facilitate, both Dr. Daw- 
son and Dr. Tait, getting the studies that you mentioned today to 
DOD so that you can have immediate answers on trying to prove 
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the case to DOD so when they do their re-review, they have those 
studies on hand and those peer review studies? 

Dr. Dawson. Absolutely. In fact, just to point out, since the eval- 
uation was done, which I think was based on 2010, there have been 
well over a dozen studies that have been published since then. I 
can certainly provide that literature. Even the Agency for 
Healthcare Research and Quality (AHRQ) report, which I think 
was referred to in the testimony, is historically already out of date, 
and also very limited in its scope. It only looked at 10 years worth 
of literature, and the literature now that actually began in 1987 
was the first clinical trial that was published. None of those studies 
were included in that particular report. 

I think we really need to include the breadth of knowledge in the 
review that is available today. 

Senator Webb. If I may, as chairman, if there are studies that 
have not been provided to our staff along those lines, I think we 
would appreciate being able to look at them as well. 

Senator Gillibrand. I have at least an informal commitment of 
this group of people to be a working group to coordinate data, co- 
ordinate studies, get it done. To the extent this subcommittee asks 
for a recommendation in the near future from DOD, that might be 
a way to formally, at least, request that this process continue as 
quickly as possible. We could either do that by letter or put some- 
thing as an amendment into the authorization bill. I would like to 
work with you on how that should be requested in the way most 
effective to help your team apply the proper resources to do it now. 

Dr. Guice. We would appreciate that. Thank you. 

Senator Gillibrand. Thank you very much. Thank you, Mr. 
Chairman. 

Senator Webb. Thank you. Senator Gillibrand. Again, I appre- 
ciate all of the testimony from a very wide breadth of knowledge 
and experience, and it has been extremely useful to us. 

Your written testimony will be reviewed in very thorough detail 
as well. Thank you. Senator Gillibrand, for being the motivating 
factor in having this hearing. I think it has been very useful for 
us. 

This hearing is now adjourned. 

[Questions for the record with answers supplied follow:] 

Questions Submitted by Senator Scott P. Brown 

APPLIED BEHAVIOR ANALYSIS 

1. Senator Brown. Dr. Guice and Dr. Posante, recently the Office of Personnel 
Management (0PM) stated there is enough evidence to classify Applied Behavior 
Analysis (ABA) as a medical therapy rather than an educational service. Can you 
please explain how the TRICARE Management Activity continues to rely upon infor- 
mation regarding ABA that it gathered in 2010? 

Dr. Guice and Dr. Posante. The TRICARE program medical benefit coverage de- 
terminations are governed by separate statutory and regulatory mandates not appli- 
cable to the insurance plans that participate in the Federal Employees Health Bene- 
fits (FEHB) Plan. Currently, the TRICARE program has no authority to provide cov- 
erage of educational services, behavior modification modalities, or other nonmedical 
services under the Basic Medical Program. The authority and scope of the TRICARE 
program to cover medical treatments under the Basic Medical Program are defined 
by statute. 

In addition, any proposed TRICARE Basic Medical Program benefit characterized 
as a drug, device, medical treatment, diagnostic, or therapeutic procedure must be 
determined to be safe and effective in accordance with the longstanding, reliable evi- 
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dence criteria set forth at Title 32, Code of Federal Regulations Part 199.4(g)(16). 
The Department of Defense (DOD) has used this published “reliable evidence” 
standard for the TRICARE Basic Medical Program benefit coverage determinations 
since 1997 (see 62 Federal Register 625, 629, January 6, 1997). The requirement 
to use peer-reviewed evidence of safety and efficacy allows DOD to ensure the bene- 
fits our beneficiaries receive are tested and proven safe and effective in either the 
diagnosis or treatment of an injury, illness, or disease. 

It should be noted that apart from the medical benefits provided under the 
TRICARE Basic Medical Program, DOD is authorized to provide additional non- 
medical services to dependents of Active Duty servicemembers eligible for and en- 
rolled in the Extended Care Health Option ^ (ECHO) to reduce the disabling effects 
of a qualifying condition. This program was created to support the readiness of Ac- 
tive Duty members who might have a dependent with special needs not otherwise 
covered under the health plan ECHO supplements other public resources for Active 
Duty dependents that are subject to geographic relocations based on their sponsor’s 
duty assignment. 

2. Senator Brown. Dr. Guice and Dr. Posante, how is TRICARE Management Ac- 
tivity able to rely upon dated information regarding ABA? 

Dr. Guice and Dr. Posante. The TRICARE program medical benefit coverage de- 
terminations are governed by separate statutory and regulatory mandates not appli- 
cable to the insurance plans that participate in the FEHB Plan. Currently, the 
TRICARE program has no authority to provide coverage of educational services, be- 
havior modification modalities, or other non-medical services under the Basic Med- 
ical Program. The authority and scope of the TRICARE program to cover medical 
treatments under the Basic Medical Program are defined by statute. 

In addition, any proposed TRICARE Basic Medical Program benefit characterized 
as a drug, device, medical treatment, diagnostic, or therapeutic procedure must be 
determined to be safe and effective in accordance with the longstanding, reliable evi- 
dence criteria set forth at Title 32, Code of Federal Regulations Part 199.4(g)(15). 
DOD has used this published “reliable evidence” standard for the TRICARE Basic 
Medical Program benefit coverage determinations since 1997 (see 62 Federal Reg- 
ister 625, 629, January 6, 1997). The requirement to use peer-reviewed evidence of 
safety and efficacy allows DOD to ensure the benefits our beneficiaries receive are 
tested and proven safe and effective in either the diagnosis or treatment of an in- 
jury, illness, or disease. 

It should be noted that apart from the medical benefits provided under the 
TRICARE Basic Medical Program, DOD is authorized to provide additional non- 
medical services to dependents of Active Duty servicemembers eligible for and en- 
rolled in ECHO to reduce the disabling effects of a qualifying condition. This pro- 
gram was created to support the readiness of Active Duty members who might have 
a dependent with special needs not otherwise covered under the health plan ECHO 
supplements other public resources for Active Duty dependents that are subject to 
geographic relocations based on their sponsor’s duty assignment. 

3. Senator Brown. Dr. Guice and Dr. Posante, can you please explain the reasons 
behind why children of DOD civilians have greater access to ABA rather than chil- 
dren of the men and women we send off to war? 

Dr. Guice and Dr. Posante. For DOD civilians, OPM’s reclassification of ABA as 
a medical therapy rather than an educational service is an administrative decision 
and does not require FEHB plans to add ABA services to their basic benefits pack- 
age. Rather, it allows plans to propose ABA as an additional benefit, under condi- 
tions where medical necessity is satisfied and appropriate, qualified providers are 
available. Those plans that include ABA may adjust their premiums accordingly. 

The ECHO program for Active Duty servicemembers that allows DOD to help our 
beneficiaries minimize the disabling effects of Autism Spectrum Disorder (ASD). Im- 
portantly, the ECHO program exists to supplement other public resources for Active 
Duty dependents who are subject to geo^aphic relocations based on their sponsor’s 
duty assignment. Beneficiaries are required by law to first seek services from the 
State in which they reside, but DOD realizes the requirements of military service 
are demanding and may, at times, place a family in a State with more limited State 


^ECHO is a supplemental program to the basic TRICARE program. ECHO provides financial 
assistance for an integrated set of services and supplies to eligible Active Duty family members 
(including family members of activated National Guard or Reserve members). There is no enroll- 
ment fee for ECHO; however, family members must have an ECHO-qualifying condition, enroll 
in the Exceptional Family Member Program (EFMP) as provided by the sponsor’s branch of 
Service, and register in ECHO through ECHO case managers in each TRICARE region. 
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benefits. The ECHO program allows us to augment public services to assist special 
needs dependents of our Active Duty servicemembers. 

To increase access to ABA services, DOD implemented, within ECHO, the En- 
hanced Access to Autism Services Demonstration in March 2008. The demonstration 
expands the opportunity for access to ABA through a variety of provider types, in- 
cluding tutors. TRICARE extended the demonstration to March 2014, pending inclu- 
sion of the demonstration model as a permanent benefit within ECHO. 

• As of May 31, 2012, there were 3,793 beneficiaries enrolled in the dem- 
onstration, 1,881 ABA supervisors, and 9,201 ABA tutors across all three 
TRICARE regions. 

• DOD’s evaluation of the results of the demonstration concluded that it in- 
creased the number of and access to the services of authorized ABA pro- 
viders, as evidenced by the sustained 3 to 5 percent monthly growth in the 
number of demonstration enrollees since implementation in 2008. 

• Parents of dependent children with autism who responded to a DOD sur- 
vey reported that improved access to ABA contributed to improved military 
family readiness and retention. 

• A proposed rule to establish TRICARE coverage under ECHO of ABA for 
the Assistant Secretary of Defense was published in the Federal Register, 

Vol. 76, No. 250 on December 29, 2011. Upon final implementation of this 
rule, DOD intends to categorize ABA as an “Other Service” and adopt a 
tiered ABA services delivery and reimbursement methodology. 

4. Senator Brown. Dr. Guice and Dr. Posante, with the eventuality that ABA is 
considered a medical therapy, I realize there may be some challenges that will need 
to be worked through to make this change a reality. One is the possible shortage 
of qualified professionals available to provide. How do you suggest this issue be ad- 
dressed? 

Dr. Guice and Dr. Posante. The National Defense Authorization Act for Fiscal 
Year 2007 directed the Secretary of Defense to develop a plan within the authority 
of the ECHO program to provide services to military dependent children with au- 
tism. The legislation mandated that DOD develop: (1) requirements for the edu- 
cation, training, and supervision of autism service providers; (2) the ability to iden- 
tify the availability and distribution of those providers; and (3) procedures to ensure 
that such services provided by DOD supplement those available through other pub- 
lic sources. In response to Section 717, DOD submitted the required plan (DOD 
2007) to Congress in July 2007. In addition to meeting the requirements of Section 
717, the report outlined a proposed demonstration that would test the feasibility of 
expanding the types of providers authorized to deliver autism treatment services to 
include those not meeting the strict requirements of the then-current departmental 
regulations. However, the requirements for establishing TRICARE-authorized pro- 
viders coupled with the relative newness of the Behavior Analyst Certification 
Board (BACB) and the ABA profession resulted in a shortage of qualified providers 
available to TRICARE beneficiaries with autism. To mitigate this shortfall, 
TRICARE has used its authority in ECHO to use non-professional “tutors” to pro- 
vide ABA through the Enhanced Access to Autism Services Demonstration. The 
demonstration has been extended to March 14, 2014. The demonstration expands 
the provider model by including tutors under the supervision of a TRICARE-author- 
ized ABA provider to deliver the hands-on therapy. The supervisor retains all of his/ 
her other responsibilities. 

To be eligible for the demonstration, the Active Duty family member must be reg- 
istered in ECHO. Eligible beneficiaries can receive ABA services under ECHO but 
that program recognizes only ABA providers who are State-licensed or certified or 
are certified by the BACB. Under ECHO, those providers are responsible for devel- 
oping a behavior plan, providing periodic beneficiary assessments, and delivering 
ABA therapy. 

TRICARE continues to increase access to ABA services and is leading the Nation 
in fielding an effective ABA provision model that overcomes the national shortfall 
in available BACB credentialed providers. Regular reports to Congress demonstrate 
increasing participation by ABA supervisors, tutors, and TRICARE beneficiaries. 
Based on positive results from the demonstration (as noted in the response to Ques- 
tion #3), a proposed rule to establish TRICARE coverage under ECHO of ABA for 
Assistant Secretary of Defense was published in the Federal Register, Vol. 76, No. 
250 on December 29, 2011. Upon final implementation of this rule, DOD intends 
to categorize ABA as an “Other Service” and adopt a tiered ABA services delivery 
and reimbursement methodology. However, reducing or eliminating the national 
shortfall of board-certified providers of ABA will require a concerted national effort 
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that falls outside of DOD’s mission area and might best be led by other depart- 
ments. 


Appendix A 


[The prepared statement of the National Military Family Asso- 
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The National Militaiy Family Association is the leading nonprofit organization committed to 
strengthening and protecting military families. Our over 40 years of accomplishments have made 
us a trusted resource for families and the Nation’s leaders. We have been at the vanguard of 
promoting an appropriate quality of life for active duty. National Guard, Reserve, retired service 
members, their families and survivors from the seven uniformed services: Army, Navy, Air Force, 
Marine Corps, Coast Guard, and the Commissioned Corps of the Public Health Service and the 
National Oceanic and Atmospheric Administration. 

Association Volunteers in military communities wwldwide provide a direct link between 
military families and the Association staff in the Nation’s capital. These volunteers are our “eyes 
and ears,” bringing shared local concerns to national attention. 

The Association does not have or receive federal grants or contracts. 

Our website is: www.MilitaryFamily.org. 
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Chairman Webb, Ranking Member Graham, and Distinguished Members of the 
Subcommittee, the National Military Family Association thanks you for the opportunity to present 
testimony for the record concerning the quality of life of military special needs families. After 11 
years of war, we continue to see the impact of repeated deployments and separations on our 
service members and their families. We appreciate your recognition of the service and sacrifice of 
these families, as well as the unique challenges facing families who have a child or other family 
member with special needs. Your response through legislation to the increased and ever-changing 
need for support has resulted in programs and policies that have helped sustain these families 
through difficult times. 

Support for Special Needs Families 

Military families tell our Association the issues they face in caring for a special needs family 
member while simultaneously supporting the servnce of the military member are complex. Most 
often, meeting these needs requires the coordination of many distinct military and community 
entities, with the responsibility for that coordination too often falling to the already-burdened 
family. Military families caring for a special needs family member need not just medical and 
educational support. They also need assistance from state and local agencies, relocation help, 
respite, and family support, especially if they are also dealing with the deployment of their service 
members. 

True support for these families must be designed and delivered holistically, but with the 
understanding that diagnoses and the severity of conditions vary from one special needs family 
member to another. No “one-size-fits-all” solution exists to solve the problems these families face. 
The military support systems guided through Department of Defense (DoD) offices, such as Health 
Affairs and Military Community and Family Policy, and the programs implemented by the 
individual Services and installations must be coordinated and flexible enough to meet the variety 
of needs in the military community. The military must lead an outreach to schools; other federal, 
state, and local government agencies; and charitable service-delivery organizations to ensure 
families know about and have access to the full range of support for which they are eligible. 

To engage in this outreach and to support these families, and thus the service member, 

DoD must have the resources. We encourage you, in this time of scarce resources, to direct the 
Services to maintain robust Exceptional Family Member Programs and to provide enough School 
Liaison Officers to assist ALL families wdth issues they experience transitioning from school to 
school. While installation School Liaison Officers are available to assist all transitioning militaiy' 
families, special needs families especially benefit from their assistance as part of the installation 
support team in ensuring proper, timely placement, and delivery of educational services. Respite 
and family support programs provided by the Services for special needs families pay off in greater 
family capacity to meet the challenges of military life and deployment. Unfortunately, funding and 
availability for these programs has varied among the Services and among installations. We believe 
the support for the family and assistance with their special needs family member make these 
programs crucial in enabling the service member to focus on the mission. 
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while many issues remain for families caring for their special needs member, we are 
encouraged by the progress made at the installation. Service, and Department levels when 
adequate resources and the proper focus are provided. Your creation of the Office of Community 
Support for Military^ Families with Special Needs (OSN) in the National Defense Authorization Act 
for Fiscal Year 2010 (NDAA FYIO) is one sign of progress. OSN’s mission is to enhance and 
improve DoD support around the world for military families with special needs, whether medical, 
educational, relocation, or family support. Last year when discussing the OSN in testimony, our 
Association expressed concern about a lack of coordination on these issues betw'een the various 
DoD program and agency stovepipes. Our Association is pleased OSN now regularly meets with the 
Department of Defense Office of Health Affairs to address the medical resources our special needs 
families require. We are also pleased the OSN has twice convened the Advisory Panel on 
Community Support for Military Families with Special Needs created in the NDAA FY 11 to get 
input from families on medical, educational, relocation, and family support resources our special 
needs families require. 

Despite the progress, a holistic approach to supporting these families still remains the goal 
and not the reality for many. Case management for military beneficiaries with special needs is not 
consistent across the Services or the TRICARE Regions because the coordination of care for the 
military' family is being done by a health care system whose individual elements do not always 
work in synergy. Beneficiaries try to obtain an appointment and then find themselves getting 
partial health care within the Military' Treatment Facility (MTF), while other health care is 
referred out into the purchased care network. Thus, military families end up managing their own 
care. Incongruence in the case management process becomes more apparent when military family 
members move, not just from one TRICARE Region to another, but often even when transferring 
within the same TRICARE Region. This incongruence is further exacerbated when a special needs 
family member requires not only medical intervention, but non-medical care as well. Each 
TRICARE Managed Care Support Contractor (MCSC) has created different case management 
processes. 

Families need a seamless transition and a warm hand-off between and within TRICARE 
Regions and a universal case management process across the Military Health System. We believe 
TRICARE leaders must be more engaged with their family support counterparts both through the 
Office of Community Support for Military Families with Special Needs and at the local level to 
develop a coordinated case management system that takes into account other military and 
community resources, as well as health care. We recommend a Government Accountability Office 
(GAO) report to examine the case management process for special needs families. 

ECHO 

The Extended Health Care Option (ECHO) program, the primary benefit enhancement for 
special needs military families, has been the topic of a great deal of debate among military families 
and by Congress. Congress created the ECHO program to allow active duty families with special 
needs to receive additional services to offset their lack of eligibility for state or federally provided 
services due to frequent moves. We assert that this focus on supporting currently-serving families 
is appropriate and should remain the priority for DoD. We suggest that, before making any more 
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adjustments to the ECHO program or to other benefits, Congress should request a GAO report to 
determine if the ECHO program has been effective in addressing the needs of the population it was 
intended to serve in the way it was intended. The report should also address ECHO coordination 
with other benefits, both the regular TRICARE benefit and state and local resources. 

Special needs families come in all demographics and diagnoses. It is important to note that 
the TRICARE ECHO program provides services for all types of diagnoses. A military spouse 
eligible for ECHO can be diagnosed with multiple sclerosis, an adolescent with psychosis, or a 
child with Down’s Syndrome. Recent focus on TRICARE ECHO has been on supporting military 
children diagnosed with autism spectrum disorder. However, family members with other 
diagnoses are also enrolled in the ECHO program and benefit from its services. As the conversation 
on changing ECHO or TRICARE benefits continues, we ask Congress to recognize that special 
needs family members enrolled in ECHO with diagnoses other than autism spectrum are also 
benefiting from Applied Behavior Analysis (ABA) therapy. These diagnoses include, but are not 
limited to, Down’s Syndrome, Mental Retardation, Angelman Syndrome, Cerebral Palsy, 
developmental delays, and Fragile X. 

Under the ECHO benefit, the TRICARE Management Activity established an Autism 
Demonstration, known to beneficiaries as the “Demo.” The Demo provides beneficiaries with an 
autism spectrum diagnosis the ability to purchase more ABA therapy through the use of tutors. 
ECHO-enrollees who cannot qualify for the demo based on diagnosis, but who would benefit from 
ABA, cannot use the tutors and thus their benefit would not cover as many hours. Our Association 
recommends any changes made to the TRICARE ECHO benefit or related demonstration 
programs need to incorporate the needs of ALL diagnoses among program-eligible family 
members. 

We also hear from our ECHO-eligible families that they could benefit from additional 
programs and health care services to address their special needs. We request a DoD pilot study to 
identify what additional services, if any, our special needs families need to improve their quality of 
life, such as cooling vests, cranial helmets, diapers, or nutritional supplements. We recommend 
families in the pilot have access to $3,000 annually above what is provided by ECHO to purchase 
self-selected items, programs, and/or services not already covered by ECHO. DoD would be 
required to authorize each type of purchase to verify the requested item, program, or service is 
appropriate. This pilot study could identify gaps in coverage and provide DoD and Congress with a 
list of possible extra ECHO benefits for special needs families. 

The Reserve Component (RC) has unique challenges with their special needs family 
members. They only qualify for ECHO when they are on active duty status. The population is 
relatively small, but our Association is concerned with the coordination of care and seamless 
transition of services as the special needs family member becomes eligible to receive ECHO 
benefits and then loses them when the member is deactivated. We request that Congress direct 
GAO to examine ECHO benefits during the activation and deactivation cycle, and the impact on 
the RC family and the special needs family member. 
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Transitions 

We applaud the attention Congress and DoD have given to our special needs family 
members in recent years and the desire to create robust health care, educational, and family 
support services for special needs family members. However, these robust services do not follow 
the family members when the service member retires from the military. When ECHO was created 
as an active duty support program, its creators believed families in retirement would be able to 
access similar services through other federal, state, or community programs. 

We know the transition to retirement can be difficult for many families, however, because 
of the immediate loss of ECHO benefits upon retirement. Both TRICAEE and civilian insurers face 
growing pressure to incorporate coverage of services currently available for military families only 
through ECHO into their basic benefit package, even though only certain special needs family 
members may benefit. As you review possible TRICARE changes, we ask you to ensure that 
benefits changes balance the needs of all members of our community 

We remain concerned about the transition of wounded, injured, or ill service members and 
their families from active duty status to that of medically-retired, especially when the family 
includes a special needs family member. We support DoD’s proposal to exempt medically-retired 
service members, survivors of active duty service members, and their families from the TRICARE 
Prime enrollment fee increases. However, we believe wounded, ill, or injured service members 
need even more assistance in their transition. We continue to recommend that a legislative change 
be made to create a three-year transition period in which medically-retired service members and 
their families would be treated as active duty family members in terms of TRICARE fees, benefits, 
and MTF access. This transition period would mirror that currently offered to surviving spouses 
and would allow the medically-retired time to adjust to their new status without having to adjust 
to a different level of TRICARE support, increased costs, and the immediate loss of ECHO benefits 
for their special needs family member. 

Our Association has always recommended that special needs families be allowed to pick 
their last duty station, preferably in the state where they will reside after they retire from the 
military. This additional time would give them a head start on establishing themselves in their 
communities, enrolling in state Medicaid Waiver programs, and receiving local services. As our 
military downsizes, the preparation for transition and establishing eligibility for needed services 
before entering civilian status could become more difficult. We recommend the Services allow 
special needs families enrolled in EFMP the opportunity to choose their final duty station before 
retirement. Because such a move is not always possible, we recommend legislation be passed to 
extend ECHO eligibility for one year after retirement for enrolled family members to provide 
more time for families to transition to state and local services or employer-sponsored insurance. 

We also encourage you to use your Congressional bully pulpit to stimulate more awareness 
in the states about the needs of military families. We believe one of the most critical issues at the 
state level for our special needs families is the availability of and military family eligibility for 
Medicaid waivers. The Office of Community Support is studying Medicaid availability for special 
needs militar>^ family members. Our Association is anxiously awaiting this study’s findings. We will 
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be especially interested in the types of value-added services individual State Medicaid waivers 
offer their enrollees and whether state budget difficulties are making it harder for military families 
to qualify for and participate in waiver programs. This information will provide yet another avenue 
to identify additional services ECHO may include in order to help address our families’ frequent 
moves and their corresponding inability to qualify for these additional value-added benefits in a 
timely manner. 

We have also asked the DoD State Liaison Office to consider exploring ways to stimulate 
state discussions on how to provide portability for military family members’ enrollment in 
Medicaid waivers. Too often, military families arrive in at a new duty station, put their special 
needs family member on a waiting list for a waiver, and finally start receiving services under the 
waiver not long before it is time for another military move to a different state, where they must 
start the process to obtain a waiver all over again. We know achieving portability may be difficult 
because each waiver program has its own set of eligibility requirements, services determined, and 
funding provided by the states, but believe it is important to raise awareness about the issue and 
stimulate discussions at the state level. 

Recommendations 

To meet the needs of all our special needs military families, we need a coordinated 
approach to both service-delivery and information gathering. We encourage Congress and DoD to 
seek more information from a variety of sources: 

• military families representing the full range of diagnoses and conditions 

• DoD service providers in the Service and installation Exceptional Family Member 
Programs 

• civilian and military health care providers and case managers, including those working for 
the TRICARE contractors 

• educators in DoD and civilian school districts 

• state and local agencies, such as Medicaid 

• representatives of the national disability organizations 

Only with the right information can DoD apply correct solutions to meet the needs of these 
families. Our Association believes the Medicaid waiver report, a GAO report on the ECHO 
program, along with our recommended pilot study will provide DoD and Congress with necessary 
information to determine if the ECHO program needs to be modified in order to provide the right 
level of extra coverage for our special needs families. We also recommend a report examining the 
impact of wartime deployments on special needs military families. 

In conclusion, we ask Congress to: 

• Ensure any changes made to the ECHO benefit incorporate the needs of families with 
ALL diagnoses. 

• Direct DoD to expand the Autism Demo ‘s coverage of Applied Behavioral Analysis 
therapy to all eligible ECHO-enrolled beneficiaries when therapy is deemed necessary by 
their physicians. 
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• Create a DoD pilot study to identify what additional service(s) special needs families 
need to improve their quality of life. 

• Allow medically-retired service members and their families to maintain the active duty 
family TRICARE benefit for a transition period of three years following the date of 
medical retirement, comparable to the benefit for surviving spouses. 

• Allow already-enrolled family members in ECHO to remain eligible for one year 
following the service member's retirement from the military. 

• Require GAO reports 

o to evaluate DoD*s existing case management programs and program 
coordination for special needs family members 
o to evaluate how well ECHO coordinates with other benefits: with the regular 
TRICARE benefit and those offered by other federal, state, and local government 
agencies and community resources. 

o to examine the impact of almost 11 years of war on our special needs families. 
o to examine the impact of ECHO benefits during the activation and deactivation 
cycle on the RC family and the special needs family member and if the program 
has been effective in addressing the needs of this population. 

• Direct the Services to maintain robust Exceptional Family Member Programs 

Military Families - Our Nation's Families 

Bringing the troops home does not end our military’s mission or the necessity to support military 
families, especially their children, dealing with the long-term effects of more than a decade at war. 
Downsizing and budget cuts will present new challenges. The government should ensure military 
families have the tools to remain ready. Effective support for military families with special needs 
must involve a broad network of government agencies, community groups, businesses, and 
concerned citizens. Our Nation must continue to fund what works to support military families, 
protect the most vulnerable, and, above all, value their service. 
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Appendix B 


[The prepared 
follows:] 


statement of the National Council on Disability 



National Council on Disability 


An independent federal agency making recommendations to the President and Congress 
to enhance the quality of life for all Americans with disabilities and their Families. 


Statement for the Record 
For the 

Senate Armed Services Committee, Subcommittee on Personnei 
June 20, 2012 Hearing on Department of Defense Programs and Poiicies to 
Support Miiitary Families with Special Needs 


In 2009, the U S. Marine Corps (USMC) requested that the National Council on 
Disability (NCD) conduct a study to systematically examine the challenges 
experienced by Marine Corps Families with disabilities and to identify steps 
toward ameliorating these challenges. The objectives for the study included: 1) 
documenting the experiences of USMC Families that have dependents with 
disabilities in accessing appropriate and effective services in health care, special 
education and related services, and long-term supports and services: 2) 
identifying barriers impeding access to appropriate resources and services; and 
3) developing recommendations to improve access. While some of the 
recommendations that were made are directed specifically to the Marine Corps, 
many more recommendations would require action by other entities such as 
Congress, Department of Defense (DoD), Tricare, the Department of Education, 
and individual states, but in the end would benefit military Families in all 
branches of the military. The complete report is available online at 
http://www.ncd.qov/publications/201 1/Nov28201 1 . 

The USMC's chief instrument for addressing the needs of USMC Family 
members with disabilities is the USMC Exceptional Family Member Program 
(EFMP). EFMP was established by the Marine Corps in 1990. The EFMP 
provides assignment coordination and Family support. 

Focus groups, as well as interviews of caretakers. Family members with 
disabilities, and service providers were conducted between January 2010 and 
March 2010 at Marine Corps Base Quantico, Camp Lejeune, and Camp 
Pendleton — ^three large USMC bases to which many EFMP Families are 
assigned. 

Findings 

EFMs and their Families described a number of barriers that span the domains of 
healthcare, education, and long-term supports and services. Caretakers stated 
that navigating the service systems and obtaining and maintaining disability- 
related services require relentless hard work. For some — particularly young 
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parents, Families with more than one EFM, parents who are themselves EFMs, 
and Families with a depioyed sponsor — it is an overwheiming prospect. Despite 
having heaith insurance, some Families experience substantial unreimbursed 
costs if not financial hardship, and the demands of caring for the Famiiy member 
with a disabiiity can make it impossible for the caretaker to work outside the 
home. EFMP Famiiies who live off base, which describes the majority, are apt to 
be iess Famiiiar with base services, and to be ineligible to use them. 

Access to Health Care 

Many Families who were more successful than others at navigating the complex 
health care service and reimbursement systems attributed their success, in large 
part, to the assistance of case managers through EFMP, Tricare, and ECHO. 
Most Families, however, reported not having been assigned a case manager, not 
being able to access their case manager, or not knowing whether they were 
eligible for case manager services. Certain individual healthcare providers were 
described as exemplary in assisting Families to navigate the health care system. 

Participants consistently said there is a dearth of nearby specialists (especially in 
behavioral health), requiring them to routinely travel long distances to obtain 
specialty care. Some Families also described cumbersome Tricare processes 
and a protracted system for obtaining healthcare referrals, which are particularly 
burdensome for those that rely heavily on the healthcare system. Many 
lamented the limitations of Tricare coverage — particularly Tricare coverage of 
Applied Behavior Analysis (ABA) therapy, offered under the T ricare Extended 
Care Health Option (ECHO), which falls well short of the recommended standard 
of care. 

Access to Special Education 

USMC students frequently attend public schools, because bases with 
Department of Defense Education Activity (DoDEA) schools are the exception 
rather than the rule. Parents described DoDEA schools as well-resourced and 
praised DoDEA’s inclusive model for students with disabilities. Similarly positive 
remarks were made about EDIS (Early Development Intervention Services), a 
base program that feeds into the DoDEA system. Participants also mentioned 
valuable national-level civilian resources for advocacy and advocacy training 
within the educational environment — most notably Specialized Training of Military 
Parents (STOMP) and Task.Mil. Despite these resources, EFMP Families 
encounter a number of obstacles to special education-related services. With 
great regularity, parents described feeling that they must fight schools to secure 
disability-related resources for their children - a lengthy process that may not be 
resolved before a Family has another permanent change of station (PCS). 
Several parents and providers observed that schools and other educational 
facilities (including on- and off-base) are not fully accessible to students with 
disabilities. 
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Access to Long-Term Supports and Services 

Relatively few of the focus group participants had experience in this arena. For 
the most part, unlike healthcare and education, the military is not involved in the 
delivery of long-term supports and services, and USMC EFMs who need such 
resources must look to the civilian sector. The greatest barrier to long-term 
services raised by the study participants is the absence of Medicaid portability 
when USMC Families PCS from state to state. It was also noted that adult EFMs 
currently lack access to services such as transportation for medical appointments 
and personal care attendants. Many Families do not live on the same base long 
enough to qualify for Medicaid waivers, which provide these services for families 
that meet state residency and other requirements. 

Permanent Change of Station and Access to Disability-Related Services 

The requirement to move, or PCS, regularly, often to destinations not of one’s 
choosing, is a constant in military life that entails logistical, emotional, and 
financial stressors. The focus group results reinforce that PCS challenges can 
be significantly more arduous for Families with EFMs, especially if the Families 
are young and/or the EFM's disability is severe. Every time a Family PCSes, 
they must re-educate themselves about the resources available to them and the 
process for accessing them. They must also reassemble their EFM’s continuum 
of care — i.e., request, coordinate, and potentially fight for the services their EFM 
needs. Families often PCS without knowing exactly where they will be living 
(e.g., on-base/off-base, school district) which significantly hinders their ability to 
plan in advance and can result in substantial delays in services. On arrival, there 
may be a wait for housing (on-base or off-base), necessitating a difficult if not 
costly stay in temporary lodging. A number of resources can potentially facilitate 
the PCS move. The EFMP assignment policy, for example, is intended to ensure 
that Families are assigned to locations where their EFMs’ needs can be met. 
However, in practice, this often is not the case. Priority on-base housing is a 
significant resource for PCSing EFMP Families. Some Families were concerned 
that the current elimination of the EFMP category system, which grades level of 
need based on disability severity, may jeopardize continued access to priority 
housing. Families and providers also described EFMP caseworkers as PCS 
resources, at least for Families who are Familiar with EFMP services and have 
an EFMP caseworker. Caretakers mentioned additional resources for all PCSing 
Families, e.g.. Family Readiness Officers (FROs), Military OneSource, the PCS 
planning tool on the Military Homefront website, and the Interstate Compact on 
Educational Opportunity for Military Children. 

Permanent Change of Station and Access to Healthcare 

The cycle of interrupting and re-establishing healthcare is part and parcel of the 
PCS experience. The more severe and involved the Family member’s condition. 
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the more challenging the process of re-establishing the continuum of care. Many 
Families noted that the process of finding new providers is time-consuming and 
prolongs the lag in healthcare services. The new location may fall under a 
different Tricare region, necessitating burdensome re-enrollment. EFMs lose 
momentum and ground in progress toward their treatment goals. There can be 
problems accessing healthcare, including prescriptions, while in transit and 
before meeting with the new Primary Care Manager (PCM). Although the 
obstacles to healthcare during PCS are substantial, there are resources to help 
Families deal with them. Notwithstanding limitations in community awareness, 
EFMP is available to help coordinate the healthcare transition. Various medical 
and non-medical case managers, including EFMP caseworkers, can help 
Families with the healthcare transition, although it is not clear which, if any, is 
specifically assigned this responsibility. Some individual physicians go out of 
their way to suggest or talk with specialists at the new location, although a “warm 
handoff” from doctor to doctor is not the norm. Military OneSource and Tricare 
websites offer listings of healthcare providers by geographic area, although it 
was noted that the Tricare lists are not always accurate or easy to navigate. 

Permanent Change of Station and Access to Special Education 

Many PCSing Families are dealing with the public schools, rather than DoDEA 
schools, on one or both ends of the PCS. The primary difficulty that parents 
encounter Is inconsistency across states and installations in education policies 
and resources, which often leads to a lack of continuity and gaps in the special 
education services offered to their child. The perception of degradation in 
services, real or otherwise, causes parents great frustration, which both 
educators and parents said contributes to an adversarial dynamic between 
parents and the schools. Participants noted that a number of base resources are 
in place to facilitate EFMs’ educational transition. EFMP and the School Liaison 
(SL) office are two prime examples; however, many suggested that both are 
under-utilized by PCSing EFMP Families due to a lack of awareness of the PCS- 
related services these programs offer. It also should be noted that EFMP and SL 
staff couldn't provide Families specific school support until the Families can tell 
them where they will be living — information that frequently is unavailable before 
the Family's departure. Educational and Developmental Intervention Services 
(EDIS) was touted as another reliable base resource for facilitating the 
educational transition of early-intervention clients. Although the participants 
acknowledged that the public schools, and public school/DoDEA Directors of 
Special Education, have the potential to play meaningful roles in the educational 
transition of military students with disabilities, it does not appear that there are 
systems in place to support this. 

Permanent Change of Station and Access to Long-Term Supports and 
Services 
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EFMs must start anew each time they move, learning the services and policies of 
the new jurisdiction and complying with often complex application procedures. 
State to state differences in services and eligibility criteria create the risk of 
privation for PCSing EFMs — i.e., gaps in services — and potentially expose the 
Family to financial hardship. The lack of Medicaid waiver portability, specifically, 
is a significant obstacle to obtaining and keeping long-term supports and services 
for PCSing EFMs, because there are long waiting lists for the waivers and the 
EFM's name starts at the bottom of the wait-list each time the Family moves to a 
new state. Study participants identified no resources that facilitate access to 
long-term supports and services during PCS; they did, however, call out the 
absence of a mechanism to help individuals retain Medicaid benefits. 

Additionally, although the current study did not target EFMs of retirees, it was 
evident that some currently serving EFMP Families are concerned about 
continuity of care for their EFM upon retirement, e.g., how access to services will 
be affected by the loss of ECHO. 

EFMP and Other Base Programs 

The USMC relies on the EFMP as the primary USMC resource for Families with 
special needs. Participants almost unanimously recognized that EFMP is a 
program in transition that has grown significantly in the past few years and is 
continuing to increase its capacity to serve EFMs and their Families. Many 
Families and providers affiliated with other base and off-base programs praised 
the work EFMP is doing, and described a number of EFMP providers as 
exceptional. EFMs, caretakers, and providers also identified areas for 
improvement within EFMP. 

EFMP Program Entry 

Several factors potentially interfere with entry of eligible Families into the 
program. There continues to be a lack of awareness among potential enrollees 
about EFMP, as mentioned earlier, as well as misinformation regarding who is 
eligible to enroll and what the benefits of enrollment are. A lingering stigma 
associated with EFMP, and its impact on a Marine’s career, may affect a Family’s 
willingness to enroll. Finally, providers — including physicians — do not 
consistently refer appropriate candidates to EFMP, which needlessly delays 
some Families' enrollment and timely receipt of invaluable services (e.g., respite 
care, services covered by ECHO). 

EFMP Communications 

Communication among base-level EFMP proponents about PCSing Families 
apparently is inconsistent, and sometimes EFMP offices are unaware of 
incoming Families. Shortfalls in communication between local programs and 
enrollees also were identified, with many Families saying they do not receive the 
information from the local EFMP office that they should. Many Families voiced 
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frustration that the EFMP office frequently sends communications only to the 
Marine, rather than directly to the spouse, who typically is the primary caretaker 
of the EFM or the EFM herself (or himself). 

EFMP Service Delivery 

Providers and enrollees identified opportunities for improvement related to quality 
of service delivery. A large number of enrollees said they were not receiving 
outreach contact from EFMP. Many participants, including providers, indicated 
there are too few caseworkers to meet enrollees’ needs; some suggested that 
there are existing EFMP caseworkers who lack the requisite knowledge and 
background. Additionally, some enrollees characterized EFMP as an assignment 
program and an information and referral operation, and suggested that EFMP 
should offer a broader scope of services. 

EFMP Assignment Process 

Families expressed skepticism about the capability of assignment monitors to 
make appropriate assignment decisions on behalf of Marines and their EFMs. 
There also was considerable discussion about how enrollment impacts 
assignment options, deployability, and advancement. As noted previously, there 
seems to be lingering concern within the USMC community regarding a potential 
adverse impact of EFMP enrollment on the Marine’s career advancement. 

Other Base Resources 

A number of base entities other than EFMP play an important role in supporting 
the needs of EFMP Families. Providers and enrollees frequently lauded the 
EFMP respite care program, often describing it as the greatest benefit of EFMP 
enrollment. Caretakers and providers also mentioned EDIS and the New Parent 
Support program as other good sources of base-level support for EFMP 
Families. Caretakers expressed concern about the disability-accessibility of base 
housing, describing it as "adaptable” rather than "accessible”; many indicated the 
quarters to which their Family was assigned did not adequately accommodate 
their EFM’s disability. In several instances, participants also identified 
accessibility problems with public spaces on base. Lastly, a number of 
participants suggested that Families are not sufficiently aware of the base 
resources available to them. 

It should be noted that significant improvements were made to the EFM program 
during the time this study was being conducted. However, the need for EFMP 
services still far exceeds program capacity, and many Families remain unaware 
of program improvements. 

NATIONAL COUNCIL ON DISABILITY STUDY RECOMMENDATIONS 
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Based on the study findings, and drawing upon decades worth of experience 
working with peopie with disabilities, NCD formulated recommendations for 
improving USMC EFM access to disability-related services. Many of these 
recommendations echo or build upon suggestions made by the study 
participants. Chapter IV of the report contains a comprehensive list of 
recommendations, followed by the entity or entities to which each 
recommendation is targeted (e.g.. Congress, DoD, Department of Navy, USMC, 
Tricare, EFMP). The complete list of recommendations is presented in Appendix 
H according to which entity or entities each recommendation is directed. 

For purposes of this summary statement, ten recommendations, five short-term 
and five long-term, are being called out for immediate attention, as having the 
potential to have the greatest impact on Families with members with disabilities. 

Short-Term Recommendations 

1 . Conduct an accessibility review of human service programs and facilities, 
including base housing, on USMC bases. Develop plans for each base to 
make programs and facilities accessible, i.e., ADA compliant, if they are 
not already. Execute plans as appropriate. (USMC) 

2. Increase the accuracy and timeliness of information EFMP Families 
receive from Tricare by assigning Tricare case managers to a larger 
proportion of the EFMP population and/or establishing a dedicated Tricare 
telephone hotline (staffed 24/7) for EFMP Families, similar to the Medicare 
hotline. (Tricare) 

3. Disseminate to Local Education Agencies (LEAs) detailed guidance for 
implementing initiatives included in the Interstate Compact on Educational 
Opportunity for Military Children. (Interstate Commission, Federal and 
State DoEs, LEAs, DoDEA) 

4. Educate the military and civilian community about EFMP (i.e., base and 
unit leadership, military and civilian healthcare providers, relevant base 
and community agencies/providers, including LEAs, and members of the 
USMC community at large) by designing and implementing a robust, 
ongoing, multi-faceted public relations (PR) campaign to educate 
stakeholders and the USMC community as a whole to: 

a. Raise their awareness of today's EFMP and sensitivity to EFM 
issues 

b. Publicize the specific benefits of enrollment 

c. Mitigate myths, concerns about stigma, and resulting resistance to 
enrollment 

d. Increase the capacity of the entire community (i.e., military leaders, 
military and civilian healthcare providers, base and community 
agencies, LEAs, USMC community members) to inform USMC 
Families about EFMP and to be a supportive presence in the lives 
of USMC Families with members with disabilities. 
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e. Promote the Medical Home concept, particularly within the military 
and civilian healthcare communities. 

(EFMP, USMC, Department of Navy, Tricare) 

5. Ensure EFMP offices systematicaliy gather, maintain, and update contact 
information from caretaker/EFM spouses and consistently direct all 
communications — whether by emaii, telephone, or US mail — to them. 
(EFMP) 

Long Term Recommendations 

1 . Address the implications of retirement for continued access to disability- 
related services, including considering the extension of ECHO coverage. 
(DoD, Tricare) 

2. For EFMs who are prescribed ABA therapy, continue to work toward full 
coverage, consistent with the recommended standard of care and healthcare 
reform. (Congress, Department of Defense, Tricare). (Tricare) 

3. Minimize the gaps in healthcare services related to PCS: 

a. Adjust Tricare procedures to provide EFMs referrals for routine 
specialty care without needing to be seen by their new Primary Care 
Manager. (Tricare) 

b. Facilitate transfer of medical records between bases and between 
off-base and on-base providers by digitizing EFM medical records. 
(EFMP) 

c. With the help of a Medical Home, establish a mechanism to ensure 
EFM Families have sufficient prescription medications while in transit 
between installations. (Tricare, EFMP) 

d. For recipients of ABA therapy, provide linkage to ABA therapist 
trainees in the vicinity of the gaining installation (who must complete 
volunteer hours for their ABA certification) until a longer-term solution 
can be implemented. (EFMP, Tricare, local health care providers, 
certifying authorities such as colleges and universities) 

4. Implement mechanisms to enable military EFMs to maintain Medicaid 
waiver services when they move from state to state, rather than requiring 
them to go to the bottom of the waitlists each time they PCS: 

a. Place incoming EFMs on the new state’s waitlist based on their 
position on the previous state’s waitlist (i.e., based on “time served”). If 
individuals have a Medicaid waiver in the previous state, they should 
automatically receive one in the new state. (Congress and state 
agencies) 

b. For EFMs who lose Medicaid waiver services as a result of a PCS, 
provide the same benefits the EFM received in the previous state until 
eligibility can be established in the new state. (Congress and state 
agencies, DoD, Tricare) 

5. Increase the flexibility of services covered by ECHO to closely mirror the 
services available through a Medicaid waiver. (Congress, DoD, Tricare) 
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NCD appreciates the opportunity to provide this Statement for the Record, 
and would welcome the opportunity to work collaboratively with others to 
facilitate implementation of the report recommendations and improve 
supports and services for military Families with disabilities. 
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[Whereupon, at 3:55 p.m., the subcommittee adjourned.] 
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